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Onginal Articles 


Pain: Its Significance to the Surgeon 


R. J. BEHAN, M.D., DR. MED. (BERLIN), F.A.C.S., F.I.C.S. 
PITTSBURGH, PENNSYLVANIA 


HE surgeon who chooses the subject 
“Pain: Its Significance To The Sur- 
geon” must ask the kind indulgence 

of his readers for entering upon a realm 
in which the lack of knowledge seems so 
profound that frequently it must appear 
to the average physician to be a waste of 
effort, or a useless procedure, to try to 
fathom the significance of the numerous 
pains that he encounters. However, as a 
physican he must attempt to do so, for 
the pain may suggest manifold diagnostic 
possibilities that may aid him in treat- 
ment of the conditions causing the pain. 
This possibility should act as an incentive 
for him to learn as much as possible about 
pain, especially since every physician 
knows that pain is universal and that the 
bodies of the famous as well as those of 
the nameless are perpetual sources of 
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pain. Though aware of the importance of 
pain, cognizant of the fact that any organ 
of the body may give rise to it and that 
it is almost inseparably associated with 
disease, the average physician has only a 
limited experience in solving the mysteries 
of pain. 

The attempt to relieve pain is motivated 
from two points of view. One is held by 
the physician, who is interested in deter- 
mining the cause and the best measures 
for relief of the pain from which his pa- 
tient is suffering; the other by the pa- 
tient, who is not so much interested in the 
causal relation of pain to disease as he 
is desirous to be delivered from discomfort 
and distress. 

This demand of the patient constantly 
urges the physician to apply means and 
measures for the alleviation of pain, so 
that he may, driven to precipitate therapy, 
prescribe drugs and other remedies for 
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the immediate relief of pain without due 
consideration of the underlying pathologic 
processes that cause the pain. 


Since in many cases pain may be a de- 
termining factor in diagnosis and treat- 
ment, a most careful analytic study of all 
symptoms associated with the pain should 
be made, and, in addition, a thorough 
study of the patient’s history should be 
undertaken. 

The physician must also remember that 
the value of pain as an indicator of dis- 
ease depends upon the type and intensity 
of the stimuli and the integrity of the 
sensory receiving apparatus, the sensory 
conduction apparatus, the sensory per- 
ceiving apparatus, and above all the abil- 
ity of the physician to place correct inter- 
pretations on the data presented to him. 
Disorders in any of the aforementioned 
components disorganize the accuracy of 
the entire pain concept, which is also mod- 
ified by the receptivity of the patient to 
irritative stimuli. This factor may be in- 
fluenced especially by psychic states re- 
sulting from emotional tensions, which 
may render the patient more susceptible 
to pain-producing stimuli or may, on the 
contrary, erect a barrier between the re- 
ception of sensory stimuli and their con- 
scious preception. 

The medical attendant may also be puz- 
zled not only by the phenomena associated 
with pain but, in many instances, by the 
question whether the pain complained of 
really exists. This doubt is especially likely 
to be a factor in the evaluation of pain 
in compensation cases, in which the pain 
follows an injury. 


Diagnostic Significance Of Pain.—When 
the surgeon has become convinced that 
pain is actually present, then it is neces- 
sary for him to inquire why it is present, 
whence it originates, and what it indi- 
cates. After he has answered these ques- 
tions, the next and most important is, 
How is the pain to be relieved? This 
problem proves very difficult unless the 
surgeon is able to make a proper investi- 
gation of the detailed processes concerned 
with the origin of the pain, and has not 
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formulated his diagnosis, as to origin and 
significance, entirely on a topographic ba- 
sis of the apparent characteristics of the 
pain. 

In order to facilitate his efforts toward 
diagnosis he should be familiar with the 
principal pain complexes or syndromes, 
which may be divided into pain syndromes 
of the cerebrospinal system and pain syn- 
dromes of the sympathetic nervous sys- 
tem. 

The first of these concerns the direct 
role of the sensory activities of the cere- 
brospinal system in the production of pain. 
The mechanism involved is_ relatively 
simple. 

The irritation is received by the pe- 
ripheral pain receptor, and a pain-produc- 
ing impulse is aroused. This is transmitted 
by pain-conducting nerve fibers to (1) a 
nerve trunk, (2) a nerve plexus, (3) the 
spinal nerve, (4) the dorsal root (gan- 
glion) and (5) the posterior horn of the 
spinal cord, where a synapsis occurs with 
an intersegmental neuron which ascends 
in the spinal cord for a few segments and 
then passes across the cord and ascends in 
the spinothalamic tract of that side 
through the medulla to the thalamus, 
where the fibers carrying the impulses 
producing the sensation of pain termi- 
nate; even at this stage the mind, i.e., 
consciousness, does not as yet recognize 
the sensation as painful. 


But in the thalamus the pain-carrying 
nerve fiber synapsizes with a neuron, the 
axon of which carries the pain-producing 
impulse to the postcentral cerebral convolu- 
tion, where cortical cells aided by addi- 
tional informative impulses carried by 
association tracts, from memory centers 
in the frontal and upper temporal lobes 
of the brain, formulate a sensory pattern 
which, if it conforms to a similar one that 
memory recalls as belonging to pain sen- 
sation, gives rise to a conception that con- 
sciousness labels as pain. At this time the 
sensation is born—how, why or through 
what agencies we do not know. That be- 
longs to the mystery of pain. 

In the cortex a synaptic connection may 
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Fig. 1.—Role of sensory activities of cerebrospinal system in production 
of pain. 1, local injection of anesthetic solution; 2, proximal injection of 
anesthetic solution blocks pain reflex; 3, paravertebral injection blocks 
reflex; 4, resection of posterior roots (spinal anesthesia) or alcohol injec- 
tion (Dogliotti’s method) may relieve the pain; 5, internuncial common 
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be made with a motor neuron of the pre- 
central convolution through which con- 
sciously controlled motor impulses are 
created, are carried to the periphery and 
arouse reactions of defense, or, if that is 
not feasible, induce withdrawal (usually 
precipitate) from the source of the irrita- 
tion. 

Syndrome Due to Synaptic Transfer- 
ence in the Cord.—In some instances the 
pain impulse may never ascend in the cord 
as far as the brain, but may be short- 
circuited in the same segment of the spinal 
cord into which it entered and be trans- 
mitted by synaptic connection with an in- 


ngston. 


termediate neuron to a ganglion cell in 
the ventral horn of the spinal cord, where 
a motor impulse is originated. This im- 
pulse is carried through the ventral root 
to a spinal nerve, the nerve plexus, the 
nerve trunks and peripheral nerves to the 
particular associated muscles that induce 
involuntary contraction of the affected 
muscles (the so-called defensive reaction). 
This reaction may occur in the somatic 
muscles of the head, neck, abdomen, back 
or extremities, or a reflex withdrawal of 
the irritated area from the source of the 
pain may be induced. The reflex with- 
drawal is automatic and occurs even be- 
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fore the pain impulse reaches the sensory 
perceptive centers in the brain (Fig. 1). 

Pain may be related to a somatic sympa- 
thetic syndrome that results from synap- 
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Fig. 2.—Spinothalamic tract* passing through the 

spinal cord and representing the spinal division 

of the spinothalamocortical pathway. This tract 

serves to conduct impulses of affective sensibility, 

pain, discomfort .and temperature, It is called 

the spinal fillet because it undergoes complete de- 
cussation in the spinal cord. 


*From Tilney and Riley, The Form and Functions of the 

Central Nervous System. New York; Paul B. Hoeber, Inc., 

1988. 3d ed. Fig. 210, p. 186. Illustration shown is only a 
part of Figure 210. 
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tic transference of the pain impulse in the 
gray matter of the spinal cord to the 
neuron of a sympathetic nerve. The im- 
pulse then passes from the ventral horn 
of the spinal cord through the ventral 
root to a white ramus, and thence, as a 
preganglionic nerve fiber, to a paraverte- 
bral sympathetic ganglion where a synap- 
sis is made with ganglion cells, the axon 
of which is carried as a postganglionic 
fiber through the gray ramus to a spinal 
nerve and is distributed to the peripheral 
somatic tissues, where impulses carried by 
it act on the blood vessels, the sweat glands 
and involuntary muscles, percepting the 
structural cells of the peripheral tissues 
and causing metabolic and other disturb- 
ances with the production of pain (Fig. 1). 

Pain is associated with the autonomic 
nervous system reflexes or syndromes. 

In addition to the cerebrospinal system 
as a source of disquieting pain, the auto- 
nomic nervous system (consisting of the 
sympathetic parasympathetic nervous sys- 
tems) is involved in pain production in 
both the somatic superficial and deeper 
tissues and the viscera. Irritation occur- 
ring in these various subdivisions gives 
rise to various groups of symptoms or pain 
syndromes. * 

When the primary irritation affects 
afferent sympathetic fibers in somatic tis- 
sues, the impulse is transmitted from its 
place of origin in a manner similar to the 
impulse from a cerebrospinal nerve fiber, 
except that in this instance impulse is 
carried by a sympathetic nerve fiber 
(Neuron I) which, in association with sen- 
sory cerebrospinal nerve fibers, is carried 
through the posterior nerve root to the 
posterior horn of the cord, where it forms 
a synapsis with an intermediate neuron, 
the so-called internuncial neuron. Extend- 
ing between this point and a ganglion 
nerve cell, whose axon, it passes as a pre- 
ganglionic fiber (Neuron II) through the 
ventral horn to a spinal nerve, and then 
passes through the white ramus to a para- 
vertebral ganglion, where it forms a sy- 
napsis with a ganglion cell from which a 
postganglionic axon (Neuron III), passes 
through a gray ramus to a spinal nerve, 
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by which it is carried to its peripheral 
distribution and terminates in a _ blood 
vessel, sweat gland or the arectores pilor- 
um muscles. Impulses also cause disturb- 
ances of peripheral tissue that produce 
irritative substances stimulating the nerve 
endings of pain-sensory somatic cerebro- 
spinal nerve fibers and may give origin 
to the extremely disabling painful reflex 
termed causalgia. 


It has been demonstrated that pain-pro- 
ducing impulses may be transinitted in- 
dependently of the cerebrospinal nerves 
by sympathetic nerve fibers, direct to the 
thalamus and the cerebral cortex, but it 
is more likely that the pain impulses from 
the sympathetic nerve fibers are trans- 
ferred through synapses with cerebro- 
spinal sensory nerve terminals of the pos- 
terior root fibers, and a true somatic sym- 
pathetic peripheral pain syndrome arises 
and is due to the network of sympathetic 
nerve fibers located in the peripheral tis- 
sues of the affected region. 


Local Sympathetic Pain Syndrome From 
Local Injury.—The aforedescribed man- 
ner of network distribution explains pain 
production and the distribution of aching, 
nagging pain, indefinitely distributed over 
the shoulder or the back or down the arm, 
that follows chilling or injury of the shoul- 
der, the upper part of the arm, the neck 
or the back. In the affected region there 
usually is one spot or area (the so-called 
pressure point) where pressure causes 
both a severe local pain and a reduplica- 
tion of the referred pain in surrounding 
and even distant areas. The pressure point 
usually remains stable, but the areas of 
pain radiation vary constantly in location 
and intensity. This type of pain is re- 
garded as due to impulses carried by in- 
terweaving sympathetic nerve fibers to the 
tissues, where they stimulate metabolic 
disturbances in which the products of dis- 
ordered metabolites cause irritation to the 
terminals of sensory nerves that carry 
pain. 

Pain Syndrome Related To the Viscera. 
—The consideration of pain in the viscera 
leads directly to the question, almost as 
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Fig. 3.—Spinothalamic tract* passing through 

spinal cord and representing spinal division of 

spinothalamocortical pathway. This tract serves 

to conduct impulses of affective sensibility, pain, 

discomfort and temperature. It is called the 

spinal fillet because it undergoes complete decus- 
sation in the spinal cord. 


The Form and Functions of the 
New York: Paul B. Hoeber, Inc., 
186. Partial reproduction. 


*From Tilney and Riley, 
Central Nervous System. 
1988. 3d ed. Fig. 210, p. 


old as physiology itself, whether the nerve 
supply to the viscera contains a sensory 
pain component. Under normal circum- 
stances and states in which the viscera 
are healthy, the subject is not conscious 
of the activities of his internal organs, 
and this is fortunate; otherwise he would 
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be in constant turmoil. It is also well that 
vital activities are regulated by affectors 
and that the controls are in the central 
nervous system and beyond the control 
of the subject. These vital centers harmo- 
nize the processes of normal existence, but 
in the presence of disease different con- 
ditions arise. It then becomes necessary 
for the organism to become aware of and 
resistant to disturbances inimical to its 
well-being. For a long time, because of 
this subconscious activity and nonappar- 
ent sensory expressions, it was thought 
that the viscera had no perceptive sensa- 
tion, but it is now generally agreed that 


even under normal conditions there arises 
from sensory impressions in the viscera a 
central perceptive feeling of well-being or 
satiety, and that pathologic disturbances 
give rise to an unwell feeling without any 
definite peripheral anatomic localization. 
The indefinite localization should be ex- 
pected, for a person who does not know 
exactly where his gallbladder, or his stom- 
ach, or any other of his organs is located 
cannot possibly localize pain due to dis- 
ease of the gallbladder, the liver, or any 
other viscus, in the affected organ. The 
question also arises, does the sensation of 
pain actually arise in these organs, or is 
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pain due to the viscerosomatic reflex from 
impulses referred from the source of irri- 
tation in the viscera to the cord and thence 
to the abdominal wall, where referred pain 
is incited? As yet the riddle is not com- 
pletely solved, even though the manner in 
which visceral pain sensation is produced 
has been under investigation for a long 
time. Study and research on this problem 
is rendered more difficult because the pain- 
ful sensation associated with visceral dis- 
ease is not of the same type as that which 
is caused by irritation in the external or 
surface tissues, but is more closely related 
to a central psychic reaction and a feeling 
of discomfort and distress. 

This lack of central discrimination is 
natural and understandable, since the pa- 
tient as a rule has never learned through 
central selection to associate the visceral 
sensory impulses with any definite pattern 
of pain or sensation. He is unable to locate 
the origin of the distress because of the 
absence of other perceptive factors, such 
as pain, touch, pressure and other sensa- 
tions which have been developed through 
endless generations between the central 
perceptions and sensory impressions from 
the external superficial tissues. As a conse- 
quence, the disquieting sensation aroused 
at the perception center in the brain by 
nerve impulses (sympathetic) from vis- 
ceral lesions cannot, in the absence of 
other qualifying sensations, be accurately 
classified. Naturally, therefore, these sen- 
sations frequently give rise only to an 
indefinite feeling of discomfort or a sense 
of being unwell. 

Such sensations, according to their char- 
acter and their site of origin, are referred 
rather indefinitely to the abdomen, the 
chest, or some area in the leg, arm or head. 
Examples of such referred sensations are 
the intensely disagreeable feeling in the 
chest induced by coronary disease; or the 
abdominal distress associated with tym- 
panites, or the burning, aching abdomi- 
nal pain that accompanies severe intesti- 
nal spasm, diarrhea, dysentery, etc. 

It is also significant that the sensations 
which arise from the irritation of sympa- 
thetic nerve terminals in the viscera and 
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which definitely do come into conscious- 
ness are always perceived as a feeling of 
discomfort or of pain. This means that 
as long as the visceral organs are perform- 
ing their functions properly the subject 
does not know that he possesses such 
organs, but as soon as disturbances arise 
they produce discomfort and pain, and the 
subject’s attention is directed to the pre- 
sumable source. 

It is also possible for peripheral somatic 
stimuli to be carried to the spinal cord 
and, by synaptic contact, to arouse reflex 
activities in the viscera, with sympathetic 
ganglion cells in the cord to arouse reflex 
activities in the viscera. The practical 
effect is evidenced by many instances in 
which folk medicine is applied—especially 
the application of irritating stupes or hot 
compresses to the abdomen to relieve tym- 
pany or other painful lesions and spasms 
of the viscera. 


Pain Syndrome Arising In The Periph- 
eral Sympathetic Network.—lIt is difficult 
to understand how pain impulses are 
created in the peripheral sympathetic 
nervous system, which seemingly does not 
have any peripheral terminal receptors. 
The nerve fibers apparently end in a plas- 
modium network in which the component 
fibers are fused with each other. In this 
plasmodium there are no definable termi- 
nations. However, irritation to these fibers 
does arouse impulses, which are trans- 
mitted widely’in all directions and are 
thought to cause pain by secondary effects 
which they produce in the affected tissues. 
These secondary reactions involve involun- 
tary muscle fibers, blood vessels, the blood 
supply to nerves, glandular organs, etc. 
The pain thus incited does not remain 
constant in the same area, and it varies 
in intensity even though the exciting fac- 
tors do not change in character or in in- 
tensity. Usually, however, there is one 
particular area, called a trigger point, 
which is very sensitive to pressure and 
which, when pressed upon, arouses both 
local pain and pain radiating into the 
areas in which it was previously most 
intense. 
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Viscero-Visceral Pain Syndrome. — In- 
terviscerovisceral pain reflexes exist by 
which the visceral reactions, owing to 
stimuli arising in one viscus, are trans- 
ferred to another by intervisceral sympa- 
thetic nerve connections, giving rise to 
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Fig. 5.—Reflex from skin to viscus and back to mural tissues, with 

irritative stimulation of hyperemia, metabolic activities, etc. indirectly 

productive of pain. Note afferent sympathetic nerve fiber passing 

through paravertebral ganglion without synapsing, the synapsis being 
in the celiae or visceral plexus. 


functional activity, particularly in the 
organ secondarily involved. For example, 
pathologic changes in the appendix and its 
mesoappendix may arouse terminal sensory 
impulses, which are carried through the 
associated mesenteric and celiac plexus 
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and the paravertebral ganglia to the spinal gans, the pain impulses are transmitted 
cord and there through synaptic connec- through splanchnic nerve fibers to the 
ion create an impulse which is referred paravertebral ganglia and thence to the 
through sympathetic nerve fibers to the spinal cord, where dermatomic reactions 
pylorus of the stomach or the sphincter of _ originate and give rise to segmental derm- 
the gallbladder (the sphincter of Oddi), atomic hyperalgesia. This is associated 
where it causes spasmodic contraction. with zones of both the primarily and the 
This spasmodic contraction causes pres- secondarily involved organs. In cases of 
sure or traction on terminal sensory nerve dyskinesia, therefore, there may be two 
filaments supplied to these structures, segmental hyperalgesic zones or areas of 
with the production of pain. This reaction maximum tenderness, one associated with 
is called dyskinesia. From both the pri- the organ primarily involved and the other 
marily and the secondarily affected or- with the organ secondarily involved. 


l 
oo pain fiber 


Affer id PA to thalamus 
Pain corpuscle ia. 


ja S\Nerve | A 
LEN Sndings ' 


os A 


sug oe 
aletesbence / sitting 





Lateral 
spino-thalamic 
tract 





a 1.2 
a “7 Afferent 


! wail fiber 


4 ( pete as 
wo —t 
_ 7 Millie Sensory nerve Fiber 


ARAN 
ie i ‘ 
wy \\ 
\ t, ws 
: ", 
= NY ug { ° 


Fig. 6.—Hypothetical course of a sensory impulse from the viscera through sympathetic ganglion to 
white ramus, posterior root, posterior horn. The sympathetic central cell in the cord and its axon 
to the sympathetic ganglion (paravertebral) then synapses with a sympathetic nerve cell whose 
axon passes through the gray ramus to the spinal nerve and is distributed to the blood vessels, sweat 
glands, involuntary muscles, etc., of the somatic structures, where the sensory nerves are irritated 
and become sensitive, by metabolites which are liberated in the hyperesthetic area, irritate the sens- 
ory nerve endings and set up states of irritability and pain through afferent cerebrospinal nerve 
fibers (David and Pollock, 1932, 1935; Doupe, 1943; Lewis, 19386; Morley, 1937) so that what would 
be normal irritations are interpreted as pain (Penfield, 1925; Travel, Barry, Bigelow, 1944). The 
transmission of efferent impulses from the anterior horn to the somatic voluntary muscles causing 
segmental or total contraction is not shown. 
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Medial branch 


of posterior 
idivision 


Fig. 7.—Diagram of transverse section through a thoracic vertebra 
(adapted from Spalteholz). If the technic of Lewis and Kellgren is 
followed, the portion of the medial branch of the posterior primary 
division of the spinal nerve lying within the cross-hatched area is liable 
to be directly affected by the injected saline solution. -If the needle, in 
a medium-sized patient is inserted to a depth of about 4 cm. it will 
make contact with the transverse process. If it is now pushed forward 
above 1 cm. it will pass the transverse process of the vertebra. This is 
indicated by the patient’s calling that the pain is going around the 
abdomen or into the groin of the leg. ‘This is the point of election for 
the injection, 


Modified from Sinclair, Feindel, Weddell, and Falconer, The Inter- 
vertebral Ligaments As A Source of Segmental Pain, J. Bone & Joint 
Surg. (British number) 30-B: 515 (Aug.) 1948. 


Syndrome of Double Reference.—The 
presence of referred pain in two or more 
different peripheral zones or areas causes 
confusion in diagnosis. At times the sur- 
geon is puzzled by pain located in an area 
to which it is referred from different or- 
gans. For example, pain occurring in the 
right lower quadrant of the abdomen may 
be referred pain from lesions of the ovary 
or of the appendix (the eleventh derma- 
tomic zone for the appendix and the tenth 
zone for the ovary). The boundaries of 


these two areas sometimes overlap to such 
an extent that pain due to lesions of the 
ovary may be confused with that due to 
the lesion of the appendix, and vice versa. 
However, in the presence of either of these 
two conditions other signs and symptoms 
are present to aid in diagnosis. If the pa- 
tient has appendicitis there are nausea, 
vomiting, at least a slight increase in the 
leukocyte count, usually fever, constipa- 
tion, and rigid and tender abdominal 
muscles in the lower right abdominal 
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Fig. 8.—Diagrammatie representation of two segments of the spinal cord, 

showing arrangement of gray columns, nerve roots and spinal nerves (Papez’ 

Comparative Neurology, courtesy of T. Y. Crowell Co. Fig. 109. Redrawn from 
Kuntz, A: Neuro-Anatomy. Philadelphia: Lea and Febiger, 1945, p. 121. 


quadrant. Ovarian pain areas are, as a 
rule, due to disturbances of ovulation. A 
thickened ovarian capsule may hinder ovu- 
lation, with swelling of the ovarian paren- 
chyma and pressure on the capsule. This 
type of pain usually occurs during the 
midmenstrual period, at the time of rup- 
ture of the graafian follicle. The pain may 
alternate from side to side apparently de- 
pending on which ovary is ovulating at 
the time. 

These are the most important of the 


pain syndromes useful to the surgeon who 
is well aware of the diagnostic significance 
of pain. In his endeavor to make a correct 
diagnosis the surgeon, when he en- 
counters pain, should endeavor to deter- 
mine whether the pain-productive factors 
may be classified as (1) cerebrospinal or 
(2) autonomic (sympathetic or parasym- 
pathetic). 

In his consideration of pain, the medical 
attendant should always remember that 
pain is a symptom and not a disease, so 
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that in every case in which pain is pre- 
sented it is necessary to determine, if 
possible, the character of the disturbances 
causing the pain. Treating the pain alone 
may lead to distressing mistakes. How- 
ever, if the pain is excruciating and severe, 
one should not spend excessive time in at- 
tempting to arrive at an exact knowledge 
of the causative factors. The demands of 
the patient for relief should be heeded, and 
later, under more appropriate circum- 
stances, a detailed search may be made for 
the inciting lesion. 

At the same time, the psychic reaction 
of the individual patient to painful dis- 
turbances should be determined, so that 
an evaluation may be made of the actual 
intensity of the pain, in terms of the 
ability of the patient to sustain varying 
degrees of physical discomfort without 


Moxillory N. { 


Phoryngeal Plexus 


Bronchial Plexus 


Cardioc Plexus 
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complaint. In this manner there is erected 
a crude standard for rating the severity 
of a pain as applied to any particular 
person. In this connection it must be re- 
membered that pain may be an expression 
of frustration and that the patient may 
not desire to be relieved, because he cher- 
ishes the pain as a means of exciting sym- 
pathy or as an excuse for release from 
annoyance, work or responsibility. 

The wise physician, as he sits in judg- 
ment upon a particular pain problem, is 
aware of the difficulties of making a cor- 
rect diagnosis from the numerous and 
sometimes conflicting data presented to 
him. If he regards his responsibility 
worthily he will advise operative or other 
procedures only after a careful discrimi- 
native study of the symptoms and exclu- 
sion, if possible, of all but the suspected 
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Fig. 9.—-Diagram illustrating the general distribution of the autonomic nervous system and the con- 

nections of the right sympathetic trunk with the thoracic, abdominal, and pelvic plexuses. (Modi- 

fied and redrawn from Kuntz, A.; The Autonomic Nervous System, Philadelphia: Lea and Febiger, 
1945, Fig. 240, p. 310. This figure was after Gray’s Anatomy, after Schwalbe.) 
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Fig. 10.—Process by which the impulse is carried from the appendix through the superior mesenteric 
plexus to the (celiac plexus to the greater splanchnic) to the paravertebral ganglion or direct to the 
paravertebral ganglion to the gray ramus to the posterior horns of the cords in the gray matter 


of which it synapses with vasomotor cells or with motor cells. 


From these preganglionic fibers are 


given off and are carried to the paravertebral ganglia, where synapsis takes place with a cell of 
a postganglionic neuron which is distributed to the pyloric sphincter, the biliary sphincter and 
the sphincter of Oddi. 


lesion. In this consideration, the possible 
benefits of operation are to be carefully 
balanced against any harmful effects that 
may result from operative intervention. 
Diagnostic criteria as presented to the 
surgeon for the appraisal of pain in his 
diagnostic evaluation, as well as the his- 
tory of the patient immediately prior to 
his coming under observation, are of great 
value. If the pain is in the abdomen and 
there has been a history of pain followed 
by fever, the lesion is inflammatory. If 
there has been pain and no fever, some 
type of colic, twist or obstruction is pres- 


ent. Urgent surgical intervention is not 
necessary in the latter instance, unless 
other symptoms, such as vomiting, occur. 
If vomiting is continuous and without 
nausea, obstruction of the bowel should 
be considered. Vomiting without nausea 
indicates a reflex lesion, that is, a lesion 
at a distance is causing it. Vomiting with 
nausea indicates either a local gastric le- 
sion (gastric carcinoma, gastric ulcer, 
gastric dilatation) or a central psychic one 
(nausea from the sight or smell, etc., of 
disagreeable objects). Vomiting may be 
associated with any abdominal organic 
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Fig. 11.—Manner in which pain from the ovary is referred to the tenth thoracic zone and pain from 


the appendix is referred to the eleventh thoracic zone. 


These are in close apposition, and pain 


reference from one may be confused with pain reference from the other. 


lesion severe enough to cause pain. Such 
vomiting usually occurs synchronously 
with the pain and as a rule is not re- 
peated. However, if a primary pain is 
accompanied by vomiting which ceases, 
and secondary vomiting without pain oc- 
curs later, it is a sign that a serious lesion 
of the gastrointestinal tract is present. 
The location of the lesion is indicated by 
the type of pain and the area in which 
it is felt. It must be emphasized that ab- 
dominal pain is not necessarily located 
over the pathologic area, except, of course, 
when the parietal peritoneum is involved, 
localizing pain and tenderness to the dis- 
eased area. 

Pain in association with persistent con- 
stipation and vomiting indicates a lesion 
of the intestine. The greater the pain and 
the more persistent the constipation, the 
more severe is the lesion. It is unnecessary 
to remind surgeons that the most likely 
source of pain combined with obstinate 
constipation is intestinal obstruction, due 
to volvulus, intussusception, ileus, inflam- 
matory or mesenteric thrombosis, or can- 
cer of the bowel. 


In the urgency for alleviation and the 
haste induced by the desire to relieve ex- 
cruciating and uncontrollable pain, the 
physician or surgeon should not be 
stampeded into the application of meas- 
ures or the use of remedies which in his 
calmer judgment he would know were 
unjustified. He should not forget that 
the first requirement of the physician’s 
code is never to do anything or use any 
method or means of treatment the harm 
of which outweighs the benefit. Nothing 
should be undertaken, except under great 
urgency and after mature deliberation, 
which is dangerous to life or will leave 
such a serious functional or anatomic de- 
fect that the cure can be regarded as 
worse than the disease (Leriche,* p. 66). 

With the foregoing reservations, there- 
fore, the treatment of pain may be con- 
sidered under (a) removal of the causa- 
tive pathologic tissues and (b) simultane- 
ous introduction of measures for control 
of the pain by: 

1. Blocking of the affected pain recep- 


*Leriche, R.: The Surgery of Pain. Baltimore: The Wil- 
liams and Wilkins Company, 1939. 
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tors (a.) by local application (cold, anes- 
thetic ointment, etc.) or (b.) by injection 
of an anesthetizing solution into the pain- 
ful area. 

2. Blocking of the pain impulses from 
the affected area by injection of an an- 
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esthetizing solution into or around the 
afferent nerve fibers carrying the pain 
impulses. 

3. Blocking or section (rhizotomy) of 
the posterior root or the associated sympa- 
thetic ganglia, if the pain is of sympathetic 
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Fig. 12.—The drawing shows diagrammatically how impulses arise in the viscera and are transmit- 
ted to somatic areas: 1, they may be referred through the paravertebral ganglion to 2, the somatic 
areas of the body, where they cause metabolic changes causing irritation to sensory pain fibers 3, 
and imitate pain impulses in cerebrospinal somatic pain fibers which are transmitted to the cord, 
where after synapsing they are 4, transmitted to a higher segmental homolateral level by ascending 
homolateral fibers and give localization to pain on a higher level on the same side or on the oppo- 
site side. It is possible that transference may also occur by descending fibers to a lower segmental 
level or after synapsing the fibers pass across the cord by 5, homolateral intersegmental fibers which 
ascend upward one or two segments and then are transferred to the spinothalamic tract of the 
heterolateral side 6, therapy: blocking of ganglion with anesthetic solution (paravertebral block) in- 
hibits all transmission (Kappis and Gerlach, 1913; Kulenkamff (splanchnics anesthesia) 1923). 7, in- 
jection of anesthetic solution in striped voluntary muscle to relax contraction and prevent pain; con- 
traction when impulses are reflexly transmitted from mesenteric irritation (Lewis and Kellgren). 
8, fibers carried to somatic tissues, where metabolic disturbances are aroused. These induce pain- 
producing impulses in the sensory somatic nerve fibers distributed in this area. 
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Fig. 13.—J, section of both roots caused loss of all sensation from the 
affected parts (deep pressure, also absence of sweat glands, vasomotor and 
pilomotor activities). 2, posterior root section also not entirely effective. 
3, section fairly successful. 4, section of afferent nerves from affected area 
will not completely abolish sympathetic nerve reactions and pain, owing 
to the diffuse manner of its central conveyance. 5, injection of anesthetiz- 
ing substances primarily successful. 6, perineural injection of anesthetiz- 
ing solution is of some benefit. 7, injection or excision. 8, subctuaneous 
injection of local anesthetic causes loss of pain sensation but retention of 
deep pressure, sweat secretory, pilomotor, and v~~ -notor activities. Deep- 
er and more diffused injection will abo.us, these activities. 


* 


nerve origin. subdermal injection of anesthetic agents. 
4. Control of the referred pain and hy- 5. Blocking of peripheral nerves in the 

peralgesia to segmental dermatomic zones __ presence of somatic referred pain. 

by desensitization of these areas through 6. Section of the spinothalamic tract 
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in the cord. 

7. Dulling of perception by narcotiza- 
tion of the central areas in the brain with 
central narcotics, anesthesia and hypno- 
‘ism. 
™8. Lobotomy; section of the cerebral as- 
sociation tracts for intractable pain. 


~ Precautions To Be Used In Major Oper- 
itive Treatment Of Pain.—The surgeon 
nust be very sure of his diagnosis before 
1e enters upon an extensive operation for 
he control of pain, for an operation based 
ipon a wrong diagnosis may entail upon 
1 patient an irreparable disaster. Instead 
of one disease he may be afflicted with 
two, the one from which he originally 
suffered and another produced by the 
surgeon. The second may be worse than 
the first. For this reason, in deciding on 
surgical intervention for the relief of pain, 
the surgeon should carefully review all 
factors before he takes operative action. 
He should consider the presenting symp- 
toms carefully, logically. and in detail, 
evaluating the benefits of the operation 
against the disturbances and complica- 
tions that may be produced by it, and 
should estimate the character and mental 
status of the patient. It is without question 
most advantageous for the surgeon if he 
is capable of making his own decisions and 
is not forced to rely blindly upon the con- 
clusions of any colleague, irrespective of 
his prominence. 

Because pain of itself is not dangerous 
to life and has only an evanescent effect 
on function, interventions that may end 
in basically harmful effects or in serious 
disability or incapacity should not be 
lightly undertaken for its relief. This ap- 
plies especially to cordotomy, which the 
neurosurgeon is frequently and strongly 
urged by the patient and his medical at- 
tendants to perform. 

In many instances the possibilities of 
the good and bad effects of operative in- 
tervention are not sufficiently and graphi- 
cally reviewed and presented in an under- 
standable form to the patient and his 
family. Particularly lamentable is the 
serious operation which has not been fol- 
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lowed by relief of pain but, on the con- 


trary, by the onset of inconveniences and 
disturbances not previously present, such 
as occur after cordotomy. This operation 
may completely relieve the pain for which 
it is performed, but it often leaves in its 
wake paralyzed vesical and rectal sphinc- 
ters and other equally disturbing sequelas. 
On the other hand, blocking operations on 
the sympathetic nerves, although not com- 
pletely successful in totally relieving the 
pain, at least do very little harm and may 
produce much good in controlling pain of 
sympathetic nerve origin, which is a type 
of pain especially tending to sap the moral 
and physical stamina of the patient and 
render him unable to bear even the slight- 
est discomfort and distress. Through an 
undefinable influence, sympathetic gan- 
glion blocking may also relieve pain as- 
sociated with the craniospinal nerves. 
Next in order, if sympathectomy is with- 
out result, rhizotomy (section of the pos- 
terior roots of the involved spinal nerve) 
should be reviewed. If all other measures 
fail, prefrontal lobotomy should be con- 
sidered. This operation, though it does 
not abolish the sensation called pain, does 
remove the pattern which the patient iden- 
tifies as painful, so that, although the pain 
sensation may be present in a modified 
form, it is not identified as painful and is 
not particularly disturbing. Unfortunate- 
ly, however, this procedure may cause 
great deterioration in the patient’s social 
relations, sense of obligation, and function- 
al acts and habits. 


SUMMARY 


The modes of transmission of pain are 
described in detail. Of the nature of pain 
there is admittedly much still unknown. 
The author describes numerous pain syn- 
dromes that have diagnostic value, especi- 
ally to the surgeon who handles compen- 
sation cases. Strong emphasis is laid on 
the necessity for conscientious and thor- 
ough study and evaluation of the present- 
ing symptoms before any neurosurgical 
operation is attempted, since with some 
of these procedures there is grave danger 
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of leaving the patient in a worse state than 
before. Assuming, however, that every 
possible precaution has been taken, the 
author lists his own recommendations as 
to the procedures of choice in dealing with 
various types of pain. 


SUMARIO 


Os modos de transmisséo da dor sao 
descritos com todos os detalhes néste tra- 
balhe. 

O autér admite muitas causas sébre a 
natureza do fenoméno dor, até entao des- 
conhecidas. Descreve éle numerosas sind- 
romes dolorosas que tém sensivel valoér 
diagnostico, especialmente para o cirur- 
giao que lida com tais casos, chamando a 
atencao de todos para uma correta apreci- 
acao dos sintoémas apresentados,—o que 
faz com todo distaque,—antes que venha 
a sér praticada qualquer intervengao de 
neuro-cirurgia, salientando que a falta de 
uma perfeita identificacéo exata des sinté- 
mas podera acarretar um perigo maior 


para o doente depois que antes da inter- 
vencao praticada. 

Realca as precaucdes que devem sér 
tomadas, enumerando o autor suas propri- 
as recomendacdes quante a escdlha dos 
processos a sérem executadas nos difer- 
entes tipos de dor. 


RIASSUNTO 


Vengono descritte dettagliatamente le 
vie di trasmissione del dolore. Sulla natura 
del dolore vi @ ancora molto di oscuro. 
L’autore descrive varie sindromi dolorose 
che hanno valore diagnostico. Viene dato 
grande rilievo alla necessita di uno studio 
coscienzioso e completo e di una valuta- 
zione dei sintomi prima di eseguire qual- 
siasi intervento neurochirurgico, poiché 
con qualcuno‘di tali interventi vi é il grave 
rischio di peggiorare le condizioni del 
malato. Una volta presa ogni possibile 
precauzione, l’autore enumera i vari pro- 
cedimenti di scelta nella cura di ogni tipo 


di dolore. 
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RESUMEN 


Se describen en detalle los modos de 
transmision del dolor. Acera de la natu- 
raleza del dolor, se admite que se desconoce 
mucho atin. El autor describe numerosos 
sindromes dolorosos que tienen valor di- 
agnostico, especialmente para el cirujano 
que maneja casos compensados. Se hace 
notar fuertemente la necesidad de un 
estudio concienzudo y evaluacién de los 
sintomas que se presentan, antes de cual- 
quier operaciOn neuroquirtrgica, ya que 
en algunas de estas, existe grave peligro 
de dejar al paciente en un estado peor al 
previo. Sin embargo, asumiéndose que 
han sido tomadas todas las precauciones 
posibles, el autor hace una lista de sus 
recomendaciones y _ procedimientos de 
elecci6n tratandose de diversos tipos de 
dolor. 


RESUME 


L’auteur décrit en détail la physiologie 
de la douleur. I] énumére aussi certaines 
douleurs dont les symptomes a de la va- 
leur pour l’orthopédiste et le “traumato- 
logue.” L’auteur suggére des procédés 
pour soulager Ta douleur. 


ZUSAM MENFASSUNG 


Die verschiedenen Wege der Schmer- 
zubertragung werden im einzelnen be- 
schrieben. Es wird zugegeben, dass iiber 
das Wesen des Schmerzes noch vieles un- 
bekannt ist. Der Verfasser beschreibt 
zahlreiche Schmerzsyndrome, die beson- 
ders fiir den Chirurgen der Entschadi- 
gungsfalle zu behandeln hat, von diagnos- 
tischen Wert sind. Es wird besondere 
Betonung auf die Notwendigkeit sorgfal- 
tiger und gewissenhafter Untersuchung 
und der Auswertung der vorliegenden 
Symptome vor dem Versuch eines chirur- 
gischen Eingriffs am Nervensystem ge- 
legt. Manche dieser Eingriffe tragen die 
Gefahr in sich, den Kranken in eine 
schlechtere Situation zu bringen als er 
vorher war. Fiir den Fall jedoch, dass 
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alle diese Vorsichtsmassnahmen getroffen wahl der Verfahren auf, die zur Behand- 
sind, zahit der Verfasser eine Reihe seiner lung verschiedener Formen des Schmerzes 
eigenen Ratschlige hinsichtlich der Aus- dienen kénnen. 


NINTH INTERNATIONAL CONGRESS, 1954 


Under the Sponsorship of the Brazilian Government 


Notice to All Members of the International College of Surgeons: 


The House of Delegates on May 9, 1952, in Madrid, Spain, decided that the 
City of Sao Paulo would be the meeting place of the next International Congress, 
approving the suggestion of His Excellency the Governor of the State, Prof. Dr. 
Lucas Nogueira Garcez. Brazilian members of the Board of Trustees were ap- 
pointed to the Commission organizing the Congress, under the direction of Prof. 
Dr. Carlos Gama, Vice-President of the International Congress and Secretary 
General for South America. 


The Ninth International Congress will be held from April 26 to May 2, 1954. 
The official topics are (1) experience with socialized medicine in different countries, 
(2) new uses of radiology with contrast media in the various surgical specialties, 
and (3) experience with antibiotics in all branches of surgery. 


Since the Ninth International Congress will coincide with the Fourth Centen- 
nial of the city of Sao Paulo, it is hoped that the conference, in addition to being 
one of the most memorable ever held, will add much to the commemorative activities 
of Sao Paulo. In order that the Commission may obtain in advance a satisfactory 
idea of the number who will attend, to arrange the best possible accommodations 
for them and to insure that the program shall be absolutely functional, all who are 
interested are requested to write to the address below. 


—Prof. Dr. Carlos Gama, Secretaria, Praca Ramos de Azevedo, 7.° Andar, 
Sala 710, Sao Paulo, Brazil. 


Organizing Commission 


Carlos Gama Fernando Luz Filho 

José Avelino Chaves Benjamin Rocha Sales 
Oscar Cintra Gordinho Elpidio V. Cannabrava 
Eurico Branco Ribeiro Pedro Falcao 

Rodolpho de Freitas Membros Brasileiros 
A. C. Vicente Azevedo do “Board of Trustees” 
Emanuel Marques Porto J. M. Cabello Campos 
Lucas M. Machado Tesoureiro do 

José Médicis Capitulo Brasileiro 





The Causes of Hematogynaulos 


NICHOLAS ALDERS, M.D., F.R.C.S., (EDIN.,) M.R.C.O.G., F.I.C.S. 
BOURNEMOUTH, ENGLAND 


mulation of blood above an obstruc- 

tion in the female genital canal, 
arising from an endometrium stimulated 
by the administration of estrogens (Alders, 
Alders and Owen), has prompted a review 
of the causes of “hematogynaulos’’. This 
designation is suggested as a collective 
term for hematosalpinx, hematometra, 
hematotrachelos and hematocolpos, being 
derived from the Greek forms meaning 
blood, female and tube. 

Two factors are necessary for blood to 
accumulate in a section or sections of the 
genital canal, namely, complete obstruction 
at some level, and bleeding above the ob- 
struction. In any individual case, the causes 
of blockage and of hemorrhage may be 
unconnected ; for instance, when senile ad- 
hesive atresia is combined with a bleeding 
neoplasm situated above the obstruction. 
On the other hand, the causes of obstruc- 
tion and of bleeding may be identical; for 
instance, when both are due to a uterine 
fibromyoma. A certain degree of over- 
lapping in the following summations of the 
causes of obstruction and the source of 
the collecting blood is therefore unavoid- 
able. 

The causes of obstruction occurring in 
the female genital tract (gynatresia) fall 
into two categories, namely, congenital 
abnormalities and acquired conditions. Of 
the congenital causative factors, imperfect 
canalization of the miillerian ducts at some 
level, most frequently just above the hy- 
men, is the commonest single cause (11 of 
19 cases of hematometra in Bernstein’s 
and Walter’s series; 13 of 83 such cases 
described by- Bullard; 11 of 23 cases re- 
ported by Simon). 

The acquired conditions that cause ob- 


[im observation of 2 cases of accu- 


From the Royal Victoria Hospital, Bournemouth. 
Submitted for publication Sept. 24, 1952. 


struction are: 1. Injury, which may be (a) 
mechanical (obstetric, surgical or the re- 
sult of pressure), (b) thermic, or (c) 
actinic. 2. Inflammation. 3. Tumor, either 
benign or malignant. 4. Senile (hypohor- 
monal) adhesive processes. 5. Displace- 
ment. 6. Artificial (estrogenic stimula- 
tion). 

Mechanical Injury.—Obstetric: Cicatri- 
cial stenosis of the cervix may occur after 
labor (2 of Bernstein’s and Walter’s 19 
cases; 12 of 70 cases of acquired hemato- 
metra described by Bullard; 2 of 12 such 
cases described by Simon). Similar occur- 
rences have been reported by Allen, Ber- 
nard, Luyn, Tain, and Weisl. 

Surgical: Postoperative obstruction may 
follow vigorous curettage as described by 
Feuchtwanger, Ottow, Porter, and Wor- 
rall; it may also occur after plastic opera- 
tions on, or amputation of, the cervix (2 
such cases figure in Bernstein’s and Wal- 
ter’s series, 3 in Bullard’s, 1 in Klaften’s 
and 5 in Simon’s; 1 case has been described 
by Lifvendahl). 

Resulting from Pressure: Pressure by 
stem pessaries (Bullard; Simon) may also 
be responsible. 

Thermic: Hot vaginal douches may be 
a cause (2 cases of Young’s), as may cau- 
terization of the cervix (14 such cases are 
reported by Bullard, 1 case each by Bern- 
stein and Walter and by Henkin and 2 
cases by Ross). 

Actinic: Gynatresia may also follow 
radium treatment (a) for benign condi- 
tions (Alders and Owen; Gellhorn, 1922; 
Herring; Simon) or (b) for malignant 
conditions (Bernstein and Walter). 

Inflammation: Injury and inflamma- 
tion are frequently combined, injury being 
accompanied or followed by infection. 

Tumor: Benign tumors, such as cervical 
fibromyoma (Iribarne and Ortiz; Klaften; 
Simon) or corporeal fibromyoma (Fer- 
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rari; Giardinelli), have been established 
as factors ; so have malignant tumors, such 
as uterine carcinoma (Bernstein and Wal- 
ter; Hallendorf and Loveland) or uterine 
sarcoma (Burger; Gosselin and Gregoire; 
Rouchy). 

Senility: Senile (hypohormonal) adhe- 
sive processes may occur in the vagina or 
in the cervix (Alders; Diddle and Keettel; 
Gellhorn, 1917; Labhardt; Lefebre; Le- 
poutre). 

Displacement: Displacement is repre- 
sented by (a) uterine prolapse (Schock- 
aert; Simon) and (b) tubal torsion (Dries- 
sen; Casagrande; Fuchs; Goldberg and 
Olim; Tauber; Terruhn; Vigholt). Tubal 
torsion during pregnancy with formation 
of a hematosalpinx has been described by 
Savage. 

The causes of hemorrhage resulting in 
an accumulation of blood above an ob- 
struction in the female genital tract may 
be classified thus: 

Menstruation.—This is the commonest 
source of blood observed in the presence 
of hematocolpos and hematometra. (It is 
worth remembering that menstruation 
may recur after having been temporarily 
suppressed by treatment with radium, and 
blood may collect above an obstruction 
caused by the irradiation |Gellhorn, 1922; 
Herring] ). 

Disturbed Pregnancy. — This is the 
commonest source of blood observed in an 
isolated hematosalpinx. 

Circulatory Disturbances.—These con- 
sist of (a) torsion of a tube (q.v.), healthy 
or diseased, leading to hematosalpinx, and 
(b) hemorrhage due to arteriosclerosis of 
endometrial vessels leading to hematome- 
tra (Hartig). 

Inflammation.—Vaginitis, senile endo- 
metritis or tuberculous salpingitis may be 
a factor (Bullard; Klaften). 

Tumor.—Among neoplastic factors are 
(a) benign tumor, such as submucous 
fibromyoma (Lepoutre), and (b) malig- 
nant tumor, such as endometrial carcinoma 
(Gellhorn, 1917; Ottow; Verdier) or endo- 
metrial sarcoma (Gosselin and Gregoire; 
Rouchy). 
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Artificial Estrogenic Stimulation of the 
Endometrium.—This has been described 
by Alders, Alders and Owen and Diddle 
and Keettel. 


SUMMARY 


1. A collective term, “hematogynaulos”, 
is suggested for the conditions now known 
as hematosalpinx, hematometra, hemato- 
trachelos and hematocolpos. 

2. By means of a review of the world 
literature on this subject, an attempt is 
made to present a comprehensive classifi- 
cation of these conditions, based on their 
pathogenesis. 


ZUSAM MENFASSUNG 


1. Die Bezeichnung ‘‘Haematogynaulos”’ 
wird als Sammelbegriff fuer eine Reihe 
von Krankheitszustaenden, naemlich die 
Haematosalpinx, Haematometra, den Hae- 
matotrachelos und Haematokolpos vorge- 
schlagen. 

2. Es wird ein Ueberblick ueber die ein- 
schlaegige Weltliteratur gegeben und der 
Versuch unternommen, mit ihrer Hilfe die 
betreffenden Krankheitszustaende auf 
Grund ihrer Pathogenese eingehend zu 
klassifizieren. 


RIASSUNTO 


1. Viene propsto il termine comprensivo 
di “ematoginaulo” per indicare |’ematosal- 
pinge, l’ematometra, l’ematotracheloe |’ex- 
matocolpo. 

2. Viene fatto un progetto di classifica- 
zione di tali affezioni su basi etiopatogene- 
tiche, dopo una rassegna della Letteratura 
mondiale dell’argomento. 


RESUME 


L’auteur suggére la terminologie “héma- 
togynaulos” pour toutes les lésions gynéco- 
logiques associées a une hémorragie. 

L’auteur, se basant sur la littérature 
mondiale, classifie ces lésions d’aprés leur 
pathogénie. 
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RESUMEN 


1. Se sugiere el término colectivo “hema- 
toginaulos” para los padecimientos: hema- 
tosalpinx, hematometra, hematotraquelos 
y hematocolpos. 

2. Por medio de una revision de la litera- 
tura mundial sobre el tema, se intenta una 
clasificaci6n comprensiva de estos pareci- 
mientos, basada en su patogénesis. 


RESUMEN 


1. Se sugiere el término colectivo “hema- 
toginaulos” para los padecimientos: hema- 
tosalpinx, hematometra, hematotraquelos 
y hematocolpos. 

2. Por medio de una revision de la litera- 
tura mundial sobre el tema, se intenta una 
clasficaci6n comprensiva de estos pade- 
cimientos, basada en su patogénesis. 
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Indications for Use of Fascial Grafts 


in Repair of Inguinal Hernia (Gallie’s Operation) 


MAURICE LEE, F.R.C.S. (ENG.), F.I.C.S. 


SLOUGH, BUCKINGHAMSHIRE, ENGLAND 


the repair of inguinal hernia was first 

introduced by Gallie and Le Mesurier 
of Toronto in 1921, because of the high 
incidence of recurrence after operation at 
that time. This problem is still the bane 
of every herniotomist, although the recur- 
rence rate may not be so high now as then. 
So much has been written in the past on 
the subject of hernia and the prevention 
of its recurrence that I hesitate to add my 
name to the host of authors who have con- 
tributed to this subject. Yet since hernias 
do recur (and this is only too well known 
by many sufferers from rupture) it calls 
for every effort on the part of the surgeon 
to perfect a technic to prevent the pos- 
sibility of recurrence. In spite of the in- 
troduction within recent years of the use 
of various types of silk thread and silver 
wire, I am convinced that the use of 
fascial strips is still the best method of 
repairing certain types of inguinal hernia 
and that this technic should be more fre- 
quently used. There is no doubt that it is 
more time-consuming than some other 
methods, and some surgeons claim that 
they get equally good results by using silk 
in their repairs. This, it should be pointed 
out, is certainly true of certain types of 
hernia, and in these cases a fascial graft 
would, I admit, be quite unnecessary. 
However, in dealing with the types of 
hernia to be here described, it is question- 
able whether repair by silk or other sutur- 
ing would prevent recurrence. In those 
cases in whith a graft is needed the aim 
in using fascia lata is to produce a strong 
wall of fibrous tissue, which takes the 


a HE use of strips.of fascia lata for 
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place of a deficient or atrophied posterior 
wall of the inguinal canal. The hernias 
for which the use of fascial grafts is in- 
dicated are as follows: 

1. All recurrent hernias. In my opinion 
the use of the fascial graft is far the most 
reliable method of preventing a further 
recurrence. Recurrence occurs as either a 
direct or an indirect hernia through a hole 
in the fascia transversalis. When a hernia 
recurs as a direct hernia there is a de- 
ficiency in the posterior inguinal wall, 
and this deficiency has to be made good 
by producing a wall or diaphragm of 
fibrous tissue. No other material can form 
this as efficiently as fascia lata, because 
when it is used living fibroblasts are in- 
troduced. When the recurrent hernia is 
oblique, the graft that is introduced pro- 
duces an unstretchable fibrous ring round 
the internal ring, allowing only the cord 
to emerge and obviously leaving no room 
for the protrusion of a hernial sac. 

2. Large oblique inguinal hernias with 
a large defect in the fascia transversalis. 
The defect in the fascia transversalis can 
be detected only after the sac has been 
ligated and removed. If the hole in the 
fascia transversalis admits two or more 
fingers the opening must be closed with 
stout catgut, leaving just enough room for 
the emergence of the cord. This area must 
then be reinforced by a ring of fascia lata 
as described later. In some cases of large 
oblique hernia the internal ring becomes 
so stretched medially as to lie directly be- 
hind the external ring, and the cord, in- 
stead of running an oblique course down- 
ward and medially, emerges directly from 
the abdominal cavity into the neck of the 
scrotum. It is no wonder that in some of 
these cases the hernia is diagnosed pre- 
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Fig. 1.—A, incision in outer side of thigh for obtaining fascia. 
C, line of incision, showing it traversing the line of the inguinal canal. 


obtaining strip of fascia. 
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B, fasciotome in position, ready for 


D, inguinal canal exposed, showing ligature of sac at the level of the deep epigastric vessels and sac 
emerging through the hole in the fascia transversalis with the cord, Also shown is the first bite of 
the needle with fascia lata at the insertion of the inguinal ligament into the pubic tubercle. 


operatively as of the direct inguinal type. 

8. All direct hernias. Direct hernias 
occur usually in elderly patients who have, 
in addition, weak abdominal muscles. No 
true sac is present, and the hernia results 
from weakening of the sphincteric action 
of the muscles guarding the region of 
Hesselbach’s triangle. As Gallie has 
pointed out, no dependence can be placed 
on the muscles of the inguinal canal in 
these direct hernias, but in the immediate 
neighborhood there are the conjoined 


tendon, the sheath of the rectus muscle 
and Poupart’s ligament, all strong fibrous 
structures that will give firm anchorage 
for a fascial suture and permit an effec- 
tive darn over the weak spot in the pos- 


terior wall of the inguinal canal. It is 
interesting to note that direct inguinal 
hernias in women and children are ex- 
tremely rare, and I cannot recall ever 
having performed a graft operation on a 
patient of either type. 

4. Inguinal hernias in obese patients. In 
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obese men who are potbellied, the muscu- 
lar wall of the abdomen is of poor quality 
and infiltrated with fat, and there is often, 
in addition, a-wad of omentum stuck 
down inside the sac. Repair of these 
hernias can be a great trial to the surgeon. 
The neck of the sac is often very large, 
and separation of the sac from the sur- 
rounding tissues must be carried out care- 
fully. Repair by means of such sutures as 
floss silk, Chinese twist, or anything of a 
like nature, is risky for the obese patient, 
because of the likelihood of infection 
around an introduced foreign body. In 
fact, it is well worth while to have such 
patients admitted a week before the oper- 


Fig. 2.—A, first layer of fascia lata completed, 

showing bridge of graft around the emerging 

cord, Return layer of fascia lata not shown 

here. B, external oblique muscle sewn up behind 

the cord; cord shown emerging in an upward and 

lateral direction and then proceeding downward 
and medially. 


MARCH, 1953 





Fig. 3.—Small’s fasciotome. The instrument is 
manufactured of stainless steel, with a double cut- 
ting edge. 


ation and given a full course of penicillin 
preoperatively. 

5. Sliding hernias (herniae en glissade) . 
The incidence of recurrence of these her- 
nias is higher than that of any other type. 
So frequently does recurrence take place 
that some surgeons have even advised the 
drastic procedure of removal of the testes 
and cord and complete obliteration of the 
inguinal canal. It would be preferable to 
reduce the size of the cord to that ac- 
counted for by its minimum constituents 
(vas, veins and artery) and, after return- 
ing the hernial contents to the abdominal 
cavity, to carry out an effective closure 
of the canal by fascial graft, the internal 
ring being reinforced more strongly than 
usual. 


6. Hernias in patients with chronic 
bronchitis and chronic cough. It used to 
be considered that a patient with a chronic 
cough was an unsuitable subject for her- 
nial repair, and that recurrence was sure 
to follow operation. This is not quite true, 
however, and in certain selected cases of 
this type, provided other factors are ex- 
cluded (e. g., enlarged prostate, failing 
heart), operation can be undertaken and 
satisfactory results obtained. Such a pa- 
tient really suffers with pain in the her- 
nial region every time he coughs. He is 
considerably benefited by operative repair, 
especially as in his case a truss is too often 
ineffective, and the only way the patient 
can control the rupture during coughing 
is to put his hands over the hernial site to 
prevent protrusion. 


Technic.—The incision employed takes 
a more transverse direction than that 
which is usually made. Such an incision 
starts a fingerbreadth above the pubic 
tubercle and ends a fingerbreadth below 
the anterior superior iliac spine. The in- 
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cision traverses the middle of the inguinal 
canal (Fig. 1C).and follows the skin lines 
of Langer. Consequently, when healed, it 
shows as a thin linear scar. The inguinal 
canal is exposed by incising the external 
oblique muscle right through the external 
ring; the cord is lifted out of the canal 
and the sac isolated, freed and tied at its 
neck at the level of the deep epigastric 
vessels (Fig. 1D). The opening in the 
fascia transversalis is now carefully in- 
spected and its edges defined. The hole is 
sutured with No. 1 catgut, just adequate 
room being left for the cord to emerge. 
The fascial strips, which have already 
been taken from the lateral aspect of the 
thigh by means of a fasciotome (Fig. 1, 
A and B; Fig. 3) and threaded onto a 
Gallie needle, are now darned into the pos- 
terior wall of the canal, producing a lat- 
tice repair. The first bite of the needle is 
made to traverse the periosteum over the 
pubic tubercle (Fig. 1D) where the in- 
guinal ligament is inserted. The graft is 
anchored here by means of thread, and 
the darning is commenced first by taking 
a good bite into the rectus sheath. The 
darn is carried laterally, always taking 
good bites of the conjoined tendon and 
then the internal oblique and the reflected 
inguinal ligament until the internal ring 
is reached. Here a bridge of graft is made 
over the emerging cord (Fig. 2A), the 
bridge being measured carefully. The graft 
is next carried backward, reinforcing the 
bridge (not shown in diagram), and the 
darning is renewed in a medial direction 
to where the graft started. In this way 
an effective wall is made of fascia run- 
ning the whole length of the inguinal ca- 
nal. The cord is now retracted upward 
and the cut external oblique muscle is 
sewn behind it. While the external oblique 
muscle is being sewed up the cord is lifted 
upward and laterally, and the first stitch 
in the external oblique muscle is so placed 
that the cord is made to run obliquely up- 
ward and outward from the internal ring 
(Fig. 2B) and then downward and medi- 
ally. This alternation of direction also 
insures against recurrence. The subcu- 
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taneous fat is sewn up over the cord, and 
the skin is closed with interrupted stitches. 


SUMMARY AND CONCLUSIONS 


1. The use of fascia lata in the repair 
of inguinal hernia is still advocated by 
the author. Apparently its employment 
is not so common now as it once was. 

2. Certain types of inguinal hernia are 
discussed which are specially suitable for 
repair by fascial grafting, namely, direct 
hernia, oblique hernia with large openings 
in the fascia transversalis, hernia in the 
obese patient and sliding hernia. 

3. A short description of the method of 
repair is given, and stress is laid on the 
necessity of anchoring the graft to the 
pubic tubercle, to the making of an effec- 
tive bridge over the internal ring, and to 
bringing the cord out in an upward and 
outward and then downward and medial 
direction in front of the external oblique 
muscle. 

4. The author emphasizes the fact that 
recurrences will be prevented only by me- 
ticulous attention to detail, by realizing 
where the weak spots are in the hernial 
canal and by placing the grafts in the 
right places. Recurrences are still fre- 
quently encountered, and in the author’s 
opinion the use of fascia lata grafts can 
reduce their incidence. 


RESUMEN Y CONCLUSIONES 


1. El autor favorece atin, el uso de la 
fascia lata en la reparacién de hernia 
inguinal. Aparentemente, actualmente su 
empleo no es tan comtin como solia ser. 

2. Se discuten ciertos tipos de hernia 
que son especialmente apropiadas para 
reparacion por injerto de fascia, como la 
hernia directa, la hernia oblicua con gran- 
des aberturas en la fascia transversalis, 
la hernia del paciente obeso y la hernia 
por deslizamiento. 

3. Se da una somera descripcién del 
método de reparacién basandose en la 
necesidad de fijar el injerto al tubérculo 
pubiano, para la construcci6n de un puente 





efectivo sobre el anillo interno, y trayendo 
el cord6én afuera, en una direccién hacia 
arriba, hacia afuera y hacia abajo y hacia 
adentro, enfrente del musculo oblicuo 
mayor. ; 

4. El autor hace notar el hecho de que 
las recidivas son prevenidas Unicamente 
por atencion meticulosa a los detalles, no- 
tando en donde se encuentran los puntos 
débiles en el conducto herniario y para 
la colocacion de injertos en lugares cor- 
rectos. Las recidivas son todavia frecuentes 
y en la opinion del autor, el use de injertos 
con fascia lata puede reducir su incidencia. 


RESUME 


L’auteur préconise l’emploi des fascia 
lata pour la cure de la hernie inguinale. 
I] en énumére certains types plus propices. 
L’auteur décrit ensuite sa technique per- 
sonnelle en insistant surtout sur la minu- 
tie des détails afin de prévenir la récidive, 
trop fréquente. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERU NGEN 


1. Die Verwendung der Fascia lata zur 
Reparatur von Leistenbriichen wird vom 
Verfasser immer noch empfohlen. Ihre 
Verwendung ist offenbar nicht mehr so 
haufig wie friiher. 

2. Gewisse Formen von Leistenbriichen, 
die sich fiir die Reparatur mit Faszienein- 
pflanzung besonders eignen, werden eror- 
tert, nimlich die direkte Hernie, die schra- 
ge Hernie mit weiten Oeffnungen in der 
Fascia transversalis, die Hernie bei fetten 
Kranken, und die gleitende Hernie. 

3. Es wird eine kurze Beschreibung des 
Verfahrens gegeben, wobei besondere Be- 
tonung auf die Notwendigkeit gelegt wird, 
das Transplantat am Tuberculum pubicum 
zu verankern, eine haltbare Briicke tiber 
den inneren Ring zu bilden, und den Sa- 
menstrang erst nach oben und aussen und 
dann nach unten und innen vor dem ausse- 
ren schrigen Bauchmuskel herauszubrin- 


gen. 
4. Der Verfasser betont, dass sich Riick- 
fille nur durch sorgfialtige Beachtung aller 
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Details, durch Erkennung der schwachen 
Stellen im Leistenkanal und durch Anlage 
des Faszientransplantats an den richtigen 
Stellen vermeiden lassen. Riickfalle wer- 
den noch immer haufig beobachtet, und 
der Verfasser glaubt, dass ihr Vorkommen 
durch Anwendung von Fascia lata Ver- 
pflanzungen vermindert werden kann. 


SUMARIO E CONCLUSOES 


1. Oemprego do fascia lata para a cura 
da hernia inguinal é, mais uma vez, sali- 
entado pelo autor. Aparentemente, con- 
tudo, ésse metodo nao vem sendo tao utili- 
zado hoje, como o era ha anos atraz. 

2. Cortes tipos de hernia inguinal sao 
estudados, para os quais o autor indica 
especialmente 0 processo, como por esem- 
plo nas hernias diretas, nas hernias obli- 
quas, nos obesos e tambem nas hernias 
recidivantes. 

3. Uma breve descricéo do metodo é 
feita sendo realcada a importancia de que 
a insercao de feixe do fascia lata se pro- 
cesse sobre o tuberculo pubiano, para fazer 
uma ponte efetiva sobre a paréde interna, 
e para trazer o cordae espermatico para 
cima e para fora, e em seguida, para baixo 
e para o meio;para diante do musculo ex- 
terno obliquo. 

4. O autor salienta o fato de que as 
recidivas serao evitadas se os detalhes 
recomendados forem observados. As reci- 
divas sao ainda frequentemente encontra- 
das, porém o emprego do fascia lata pode 
reduzir bastante essa incidencia. 


CONCLUSIONI RIASSUNTIVE 


1. Viene ancora raccomandato I’uso di 
fascia lata nella plastica delle ernie ingui- 
nali. Sembra che tale uso non sia pil 
cosi diffuso come era una volta. 

2. Vengono descritti alcuni tipi di ernia 
inguinale che si prestano meglio alla 
plastica mediante trapianti di fascia, e 
cioé le ernie dirette, le ernie oblique con 
una ampia apertura nella fascia trasver- 
salis, le ernie nei soggetti obesi e infine 
le ernie da scivolamento. 
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3. Viene descritto brevemente il metodo 
di plastica, con particolare riferimento alla 
necessita di ancorare il trapianto al tuber- 
colo del pube, di costruire un ponte effet- 
tivo sull ’anello in terno e di portare il 
funicolo in alto e in fuori e quindi in basso 
e medialmente, al davanti del muscolo 
obliquo esterno. 


LEE: FASCIAL GRAFTS 


4. L’autore sottolinea il fatto che le 
recidive possono essere evitate solo da una 
meticolosa cura nell ’osservare i dettagli, 
dal-l’identificare i punti deboli del canale 
erniario e dal sistemare i trapianti nella 
sede esatta. Le recidive sono ancora troppo 
frequenti e l’autore pensa che l’impiego di 
fascia lata potra ridurne il numero. 


Fellowships Offered by Brazilian and Argentine Sections 


The Brazilian Section of the International College of Surgeons is offering 
three Fellowships annually to Argentine medical students. The following Fellow- 


ships are available: 


One Fellowship in Thoracic Surgery in Rio de Janeiro, Sao Paulo or 


Santos. 


One Fellowship in Abdominal Surgery in Rio de Janeiro, Sao Paulo, 


Santos or Bahia. 


One Fellowship in a surgical specialty, Anesthesiology, Radiology, or 

Public Sanitation in Rio de Janeiro, Sao Paulo, or Santos. 
The Fellowships will consist of one or possibly two months’ training between 
April and November, inclusive. The recipients will receive complete maintenance 


and the sum of two thousand Cruzeiros. 


The officers of the Brazilian Chapter will advise the Argentine Section an- 
nually of the hospitals which will offer Fellowships. 
The Argentine Section will offer three scholarships to Brazilian medical 


students. 


The following Fellowships now being offered by the Brazilian Section: 


Orthopedics and Traumatology 


Hospital das Clinicas—Prof. Dr. Godoy Moreira, Sao Paulo. 


Anesthesiology 


Hospital Central da Santa Casa de Misericordia de Sao Paulo. 


Roberto Araujo. 
Abdominal Surgery 


Sanatério Sao Lucas—Prof. Dr. Eurico Branco Ribeiro, Sao Paulo. 


Prof. Dr. 





Lymphosarcoma of the Small Intestine 


Report of a Case and Review of the Literature 


JOHN A. BOLLINGER, M.D.* 7 
HARTLEY F. MARS, M.D., F.A.C.S.** 
EVANSTON, ILLINOIS 


is rare, with lymphosarcoma the most 
common form. Three hundred and 
twelve cases have been reported.1 One 
hundred and thirty-three have been re- 
ported in a ten-year period since 1941, 
which we have reviewed, making a total 
of 445 cases reported in the world litera- 
ture. We are adding the report of a case 
which was unusual in that the small bowel 
series gave negative results one month 
prior to the episode of acute obstruction 
leading to exploration. This subsequently 
revealed the obstructing lymphoma instead 
of a peptic ulcer, which it had simulated 
clinically one month earlier. 
Grossly, the tumor has four character- 
istic forms :* 
1. The circumscribed, cufflike tumor 
independent of Peyer’s patches. This 
obstructing type is the most common. 
2. The polypoid type arising from soli- 
tary Peyer’s patches. 
3. The “plaquelike’” tumor masses of 
the serosa. 
4. Gyrate structures of tumor masses 
in the mucosal folds. Histologically, the 
tumor has two forms :? 
1. The lymphocytic type with small 
free cells, mature or immature and 
4 to 6 microns in diameter. 
2. The reticular cell type with large, 
mature, reticulated pale-staining 
cells 8 to 12 microns in diameter. 
The tumor occurs most frequently in the 
ileum. 


Gis tare, of the gastrointestinal tract 


From the Department of Surgery, St. Francis Hospital, 
Evanston. 
*Resident in Surgery. 
**Chief of the Third Surgical Service, St. Francis Hospital. 
Submitted for publication Nov. 2, 1952. 


In a study by Sugarbaker and Graver, 34 
per cent of lymphosarcomas showed extra- 
nodal origin, the primary lesion occurring 
in the gastrointestinal tract in 5.5 per cent. 
Lymphoma of the small bowel was most 
frequent in the fourth decade of life in 
the 133 cases reviewed. 


The symptoms were usually those of 
small bowel obstruction, with weight loss 
and fatigue. The average duration of 
symptoms was eight months. Peptic ulcer 
and acute appendicitis were the diseases 
most frequently simulated. Eight patients 
in our study were treated by appen- 
dectomy two months to two and one-half 
years prior to the discovery of a tumor. 
The ulcer symptoms are usually typical 
and occur in relatively young male pa- 
tients, but the lesion, unless obstructive or 
occurring in the duodenum, usually was 
not demonstrated roentgenographically. 

The most important physical sign was 
the palpation of an abdominal mass. 
Thirty-nine per cent of the patients en- 
tered the hospital with acute obstruction 
of the small bowel; 8 had intussusceptions, 
1 of which was perforated. Acute ob- 
struction precludes the use of a roentgen 
series on the small bowel, and the flat 
plate diagnosis was that of an obstructing 
lesion, which was made in 21 per cent of 
the cases. 


The treatment is surgical excision when 
feasible. In the cases reported 82 (63 per 
cent of the 133) patients were laparoto- 
mized, and of these, 42, or 32 per cent, 
died in the immediate postoperative period 
(mortality rate, 10 per cent), as compared 
with the 17.6 per cent reported in 1932." 
Four of the 8 patients who died were 





VOL. XIX, NO. 3 


Fig. 1—vupright chest film, showing distended 

loops of small bowel limited to the upper part of 

the abdomen. A diagnosis of “obstructing lesion 
of the jejunum” was made. 


“hopeless cases,” and only exploration or 
palliation was carried out. The average 
survival for the entire group was twenty- 
two and four-tenths months. In 1932 the 
survival rate was reported as 19 months 
(Ullman and Abeshouse). Marcuse and 
Stout collected 23 cases from the literature 
in which there were five-year cures. In 
twenty-one cases the tumors were surgi- 
cally excised, and of the patients in this 
group 3 were given roentgen therapy in 
addition to the operation. Two patients 
were treated by roentgen therapy only 
(Marcuse and Stout). 


The use of roentgen therapy, radioactive 
phosphorus or methyl bis postoperative 
seems to be a matter of individual choice. 


REPORT OF CASE 


Three months prior to his admission to 
the hospital, a 46-year-old lawyer complained 
of indigestion which had no definite relation 
to meals, type of food or cycle. Two months 
later, in another hospital his condition was 
diagnosed as “peptic ulcer” and he was given 
an ulcer diet and antacids. The symptoms dis- 
appeared on this regime but returned when 
he resumed a full diet. Three days prior to 
admission to St. Francis Hospital in Evanston 
he had an attack of generalized abdominal 
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cramps. The next day he vomited food and 
bile. The pain became continuous rather than 
cramping, and there was mild abdominal dis- 
tention. There had been no bowel movement 
for one day prior to admission. The patient 
had lost 6 pounds (2.7 Kg.) in two months. 
There was no melena. 

A review of the systems revealed no ab- 
normality. 

The past medical history indicated broncho- 
pneumonia three years, and brucellosis one 
year, prior to the patient’s admission. He had 
never undergone a surgical operation. His 
mother had died of hypertensive cardiac dis- 
ease at the age of 69; his father, of carcinoma 
of the prostate at 76. 

Physical examination showed the patient to 
be well nourished and well developed but acute- 
ly ill. There was mild clinical dehydration. 
The temperature was 99 F., the pulse rate 68 
and the blood pressure, in millimeters of mer- 
cury, 112 systolic and 82 diastolic. 

The pathologic observations were limited to 
the abdomen, which was mildly distended. No 
scars and no peristaltic waves were perceptible. 
There was generalized tenderness but no rigid- 
ity or rebound tenderness. No masses were 
palpated, nor was a fluid wave present. The 
bowel sounds were hyperactive, and borboryg- 
mus was present. Rectal examination gave 
negative results. A blood cell count revealed 
5,300,000 red cells per cubic millimeter, with 
16 Gm. hemoglobin, and 16,400 white cells per 


Fig. 2.—Appearance of the gross lesion, giving 

the impression of projection of the tumor from 

beneath the mucosal layer (characteristic of sar- 
coma of the bowel). 
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Fig. 3.—Photomicrograph (high power), showing a fairly solid mass of large round 


cells with plemorphism and many mitoses. 


Parallel strands of reticulum fibers 


traverse the neoplasm. 


cubic millimeter. The value for nonprotein 
nitrogen was 32 and that for total proteins 8.1. 
The albumin-globulin ratio was 4.5:3.6. 

A flat plate of the abdomen with the patient 
in the left lateral decubitus position and a 
film of the chest with the patient upright re- 
vealed distended loops of jejunum but no free 
subdiaphragmatic air. They were interpreted 
as indicating an obstructing lesion of the 
jejunum. (The small bowel series and a bari- 
um enema one month earlier had revealed no 
pathologic change. ) 

Laparotomy was performed through a right 
rectus incision. A dark red annular lesion of 
the jejunum, with dimpling of the terminal 
portion, was observed. The bowel above the 
lesion was dilated>*Exploration of the me- 
sentery failed to reveal nodes or induration, 
and examination of the rest of the abdomen 
failed to reveal any other pathologic condi- 
tion. 

The lesion and its mesentery were resected, 


and an end-to-end anastomosis was done. The 
abdomen was closed in layers without drain- 
age, and the patient left the operating room 
in good condition. 

The postoperative course was satisfactory, 
with a seven-day period of morbidity. The 
maximum temperature was 101 F., and the 
patient was ambulatory on the second post- 
operative day. Bowel sounds were present on 
the first postoperative day, and the patient 
had a bowel movement on the fifth. He re- 
ceived the usual postoperative care—Wangen- 
steen suction, antibiotics and attention to the 
fluid and electrolyte balance. 


Pathologic Report. — The pathologist (Dr. 
James W. Henry) described the lesion as an 
ulcerating lymphoma of the jejunum. The ap- 
pearance was more consistent with origin 
from recticulo-endothelial cells rather than 
with origin from germinal lymphocytic cells. 
The muscularis and the serosal layer had been 
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TABLE 1.—Location of Lesion 


Site 
Duodenum 
Duodenum—jejunum 
Jejunum 
Jejunum—ileum 
Tleum 
Tleocecal 
“Small intestine” 


TABLE 2.—Symptoms (98 Cases Available for 
Study) 
Cramping 
Weight loss 
Nausea 
Vomiting 
Fatigue 
Chronic obstruction 
Indigestion 
Diarrhea 


Uleer pain 
Appendicitis-like pain 


TABLE 3.—Physical Data (95 Cases 
Available for Study) 


Hyperactive bowel sound 
Distension 

Generalized abdominal tenderness 
Peritoneal signs 

Bowel sounds silent 

Lymph nodes palpable 


TABLE 4.—Lymphosarcoma: Surgically Treated 
Patients Living Less Than a Year in 
Three Separate Studies 

Deathin Per 

Cases First Year Cent 
54 33 61.0 

30 35.3 

82 20 24.4 


Author Date 


Speece 
Ullman & Abeshouse 
Mars & Bollinger 


invaded, but the mesentery was free of tumor. 

Foliow-up Note——At the time of the pa- 
tient’s discharge from the hospital, roentgen 
study of the skull, the chest, the thoracic and 
lumbar vertebrae and the pelvis revealed no 
metastasis. At the time of this report, two 
years after the operation, the patient is free 
of symptoms. He is maintaining his weight 
and carrying out his usual activities. 


SUMMARY 


The literature is reviewed and a total 
of 445 cases of lymphosarcoma of the small 
bowel are reported. In comparison to 
earlier studies, the results of surgical treat- 
ment are improved because of increased 
awareness of the tumor, better preoper- 
ative and postoperative care and ability to 
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accomplish the technical portion of the 
treatment to a greater degree of efficiency. 
A case is added in which the pathologic 
picture simulated that of peptic ulcer and 
responded to medical treatment one month 
prior to discovery of the true cause of 
the patient’s illness, which was lympho- 
sarcoma of the small bowel. The case re- 
port further illustrates the rapid growth 
of this lymphoma in one month—from a 
point at which roentgenograms of the 
small bowel showed no evidence of com- 
plete obstruction. 


RESUME 


Les auteurs rapportent une étude sur 
445 cas de lymphosarcome du petit intes- 
tin. Les succés actuels sont dus surtout a 
un diagnostic plus précoce, une meilleure 
technique opératoire et a l’attention éveil- 
lées des intéressés. 


RESUMEN 


Se revisa la literatura, habiendo sido 
comunicado un total de 445 casos de limfo- 
sarcoma del intestino delgado. En compa- 
racion a los primeros estudios, el trata- 
miento quirurgico, a mejorado debido a 
la sospecha del tumor, mejor cuidado pre 
y postoperatorio y mayor capacidad para 
realizar la parte técnica del tratamiento 
con un grado mayor de eficiencia. Se 
comunica un caso en el cual el cuadro 
patol6gico se asemejaba al de una Uulcera 
péptica y en el que hubo respuesta al 
tratamiento médico un mes antes del des- 
cubrimiento de la causa real del padeci- 
miento del enfermo, que era un limfosar- 
coma del intestino delgado. El caso comu- 
nicado ilustra el crecimiento rapido de 
este limfoma en un mes, desde un punto 
en el que los roentgenogramas del intestino 
delgado no mostraban anormalidad hasta 
la obstruccién completa. 


SUMARIO 
Sao encontrados registrados na litera- 


tura medica revista pelos autores 445 
casos de linfosarcéma do intestino delgado. 
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Os resultados obtidos com o tratamento 
atual sAo muito melhores que os anterior- 
mente observados, 0 que se deve a um 
melhor conhecimento acérca do tumor, a 
melhores cuidados pre’e posopetério, maior 
habilidade técnica na ressecéo do tumér, 
etc. Um case é apresentado pelos autores 
no qual o caso patologico simulava a ex- 
istencia de uma ulcera peptica sujeita a 
tratamento medico durante cérca de um 
més, quando se poude identificar a causa 
real do sofrimento do paciente, que era um 
finfe sarcdma do intestino delgado. O caso 
é apresentado com muitas_ ilustracées, 
tende tide uma evolucao muito rapida, pois, 
um més antes um estudo radiologico do 
intestino delgado f6ra feito e nada havia 
que indiciasse a existencia do tumé6r, que, 
no momento da operacao apresentava o 
quadro de obstrucao completa do intestino. 


RIASSUNTO 


E’ stata fatta una revisione della let- 
teratura e sono stati rintracciati 445 casi 
di linfosarcoma del tenue. In confronto 
con gli studi pit antichi, i risultati della 
cura chirurgica sono assai migliorati a 
causa della maggior conoscenza dell ’af- 
fezione, della pit efficace terapia pre- e 
post-operatoria e dalla possibilita di com- 
piere la parte tecnica della cura col mas- 
simo grado di efficienza. Viene presentato 
un caso il cui quadro simulava quello dell 
’ulcera peptica e che dispose alla cura 
medica un mese prima che si scoprisse 
la vera causa del male e cioé un linfo- 
sarcoma del tenue. II caso inoltre illustra 
i rapido sviluppo del tumore, che in un 
mese passO dalla invisibilita radiologica 
alla completa ostruzione. 


ZUSAM MENFASSUNG 


Die Priifung der Literatur ergibt eine 
Gesamtzahl von 445 berichteten Fallen von 
Lymphosarkom des Diinndarms. Im Ver- 
gleich mit friiheren Arbeiten haben sich 
die Ergebnisse chirurgischer Behandlung 


verbessert. Das ist zuriickzufiihren auf 
bessere Kenntnis der Erkrankung, bessere 
prae- und postoperative Behandlung, und 
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auf die Méglichkeit, den technischen Teil 
der Behandlung mit groésserer Fertigkeit 
und besser auszufiihren. Die Verfasser 
fiigen einen eigenen Fall hinzu. Hier 
handelte es sich um ein Krankheitsbild, 
das dem eines Magengeschwiirs Ahnelte 
und das auf medikamentése Behandlung 
einen Monat vor der Entdeckung der ei- 
gentlichen Ursache, nimlich eines Lym- 
phosarkom des Diinndarms, reagierte. Der 
Bericht gibt eine Illustration von dem 
rapiden Wachstum dieses Lymphoms in- 
nerhalb eines Monats: Von einem Zustand 
der noch keinerlei Roentgensymptome 
zeigte bis zur Entwicklung voélligen Darm- 
verschlusses. 
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submitted in other languages. With the single exception of articles written specifi- 
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must therefore request that all articles henceforward be submitted in the English 


language. 


Prompt publication can be greatly facilitated if all manuscripts are 


typed in double or triple space to allow room for editorial corrections. Your co- 
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Fracture of Femoral Shaft with Fracture of Neck 
of Same Femur 


Treatment with Medullary Nail for Shaft and 
Knowles Pins for Neck 


WILLIAM M. DELANEY, M.D., F.I.C.S., F.A.C:S. 


AND 


DANA M. STREET, M.D. 
MEMPHIS, TENNESSEE 


\ (/ exea today’s automobiles, pow- 
ered for speed and mechanically so 
designed that they seem to operate 
10ut guidance, become instruments of 
cruction, they frequently confront the 
lical profession with complex and bi- 
-e injuries almost unknown to the sur- 
ns of former years. Previously such 
iries were, as a rule, immediately fatal, 
s \urgeons then did not have the excellent 
_portive, diagnostic and _ therapeutic 
isures now at their command. 
n this paper an unusual combination of 

‘oral fractures will be presented, to- 
gether with a method of treatment that 
has been found to yield extremely satis- 
factory results. In each of the cases to be 
presented the fracture or fractures re- 
sulted from severe trauma, with a head-on 
automobile collision as the immediate 
cause, and in all of the 4 cases there were 
other associated injuries indicating the ex- 
tent of the trauma involved. 

Fracture of the shaft of the femur asso- 
ciated with fracture of the neck of the 
same femur is not a frequent occurrence; 
no reports of this type of injury were to 
be found in a comprehensive survey of 
the literature. A number of reports of frac- 
ture of the shaft of the femur complicated 
by dislocation of the hip were found, and 
this also, according to Wiltberger and his 
associates, is an extremely rare lesion 
that presents a therapeutic prablem. These 
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authors found only scanty mention of this 
type of injury, although they were con- 
vinced that many such injuries occur in 
this automotive age and go unreported. 

CASE 1.—A 28-year-old white man, a regular 
Air Force sergeant, while driving a car, was 
involved in a head-on collision on June 12, 1959, 
and sustained multiple injuries. Examination 
showed a compound comminuted fracture of 
the left elbow and marked deformity over the 
middle third of the left femur, with about 1 
inch (2.5 em.) of shortening of the left leg. 
There was tenderness to palpation over the 
left greater trochanter, and pain occurred on 
any movement of the left lower extremity. 

A roentgenogram of the left femur showed a 
fracture of the shaft, with some overriding of 
fragments, and an avulsion of the left greater 
trochanter (Fig. 14). Roentgenograms of the 
left knee demonstrated a fracture of the left 
patella (Fig. 1B). Roentgenograms of the left 
elbow showed a comminuted fracture in the 
supracondylar region of the left humerus. 

Open reduction of the left elbow with inser- 
tion of three screws was done immediately. 
The left leg was placed in skeletal traction. 

One week after admission a medullary nail 
was inserted into the left femur. 

On the following day, check roentgenograms 
of the left femur showed the presence of a 
fracture of the base of the neck, with associated 
avulsion of the greater trochanter (Fig. 1C). 
Close review of the films taken on admission 
showed these conditions to have been present 
prior to nailing. 

Two weeks after admission the fracture of 
the femoral neck was reduced and fixed with 
three Knowles pins (Fig. 1D). 

The patient made satisfactory progress and 
since his discharge has returned to full duty 
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Fig. 1. (Case 1).—A, roentgenogram taken on admission, showing transverse fracture of shaft of 
left femur, avulsion of tip of greater trochanter and suggestive fracture line at base of neck. B, 


roentgenogram showing fracture of left patella. C, roentgenogram taken after medullary nailing 

showing avulsion of tip of greater trochanter and demonstrating fracture of base of neck more 

clearly. D, roentgenogram taken after insertion of three Knowles pins for fracture of base of femoral 

neck. E, roentgenogram twenty-one months after injury, taken after removal of medullary nail, show- 

ing excellent healing of fractures of shaft and neck of left femur. F, patient as he is today, twenty- 
one months after injury. 
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with the Air Force. An evaluation of his status 
by the Chief of Surgery at his present station, 
twenty-one months after the injury, showed 
the presence of a slight limp, apparently com- 
pensating for slight shortening of the left leg. 
No limitation of motion was present in the left 
hip or the left knee. Roentgenograms taken at 
that time showed good union of both frac- 
tures, shaft and neck (Fig. 1, EF and F). 

CASE 2.—A 28-year-old white man, while 
driving a car, was involved in a head-on colli- 
sion on July 29, 1950, sustaining multiple in- 
juries. 

Examination on admission showed multiple 
contusions, abrasions and lacerations of the 
face and chest. There was a deformity of the 


Fig. 2 (Case 2).—Roentgenogram taken on ad- 
mission, showing transverse fracture of shaft of 
right femur. 
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Fig. 3. (Case 2).—Roentgenogram of knee, demon- 
strating linear fracture of distal end of right 
femur. 


right thigh, with ecchymosis and swelling in 
the midshaft region. A laceration over the left 
kneecap was observed. 

Roentgenograms showed a fracture of the 
midshaft of the right femur (Fig. 2). 

Skeletal traction was applied to the right 
leg. Ten days after admission open reduction 
and medullary nailing of the shaft of the right 
femur was performed. 

Postoperative roentgenograms showed the 
presence of a fracture of the neck of the right 
femur, which had been overlooked in the films 
taken on admission (Fig. 4A). 

One week after the first operation, a closed 
reduction and insertion of three Knowles pins 
for the fracture of the neck of the femur was 
performed (Fig. 4B). Postoperative progress 
was uneventful. Five weeks after the injury 
the patient was allowed out of bed on crutches, 
with no weight bearing. Partial weight bear- 
ing was begun three months after insertion of 
the Knowles pins. 

The medullary nail was removed from the 
right femur eighteen months after the injury. 

Roentgenograms taken after removal of the 
medullary nail, eighteen months after the in- 
jury, showed excellent healing of both fractures 
of the right femur, shaft and neck (Fig. 4C). 
There was no limitation of motion in either the 
right knee or the right hip. The patient walked 
in a perfectly normal manner (Fig. 4D). 

CASE 3.—A 22-year-old white man, while 
driving an automobile on Sept. 7, 1950, had a 
head-on collision and suffered multiple injuries. 
He was treated at another hospital for one 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS MARCH, 1953 

















VOL. XIX, NO. 3 


DELANEY AND STREET: FRACTURES OF FEMUR 


Fig. 4 (Opposite).—Roentgenograms taken in Case 2. A, roentgenogram taken after medullary nail- 
ing,.showing Pauwels type III fracture of neck of femur. B, roentgenogram taken after insertion of 
three Knowles, pins for fracture of neck of femur. 


injury. 





week, after which time he was transferred to 
this hospital. Treatment at the other hospital 
consisted of Kirschner wire traction through 
both femoral condyles. 

Examination on admission showed wounds 
of both thighs, which had been sutured. The 
patient was in skeletal traction. Roentgeno- 
grams showed a transverse fracture of the 
shaft of the right femur at the middle third; 
an oblique fracture of the shaft of the left 
femur at the middle third, and a fracture of 
the neck of the femur on the left (Figs. 5 and 
6A). 

Two weeks after the injury, open reduction 


C, roentgenogram taken eighteen months after 
Medullary nail has been removed. Note exceilent healing of fractures of shaft and neck 
of right femur. D, patient as he is today, eighteen months after injury. 


of the right femur was performed and a medul- 
lary nail inserted. 

Three weeks after the injury, at the same 
operation, open reduction and insertion of a 
medullary nail with two supplementary screws 
for the comminuted fracture of the shaft of the 
left femur, and open reduction and insertion 
of three Knowles pins for the fracture of the 
neck of the femur was performed (Fig. 6B). 

The patient made slow progress after the 
operation on the left femur, and it became 
necessary to substitute a shorter nail for the 
original one, as the nail became relatively too 
long owing to absorption and shortening at the 


Fig. 5 (Case 3).—Roentgenogram taken on admission, showing fracture of neck of left femur, Pauwels 
type III, 
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fracture site of the left femoral shaft. Be- 
cause of persistent complaints referable to the 
left knee associated with clinical signs, an 
arthrotomy was performed seven months after 
the original injury, revealing a torn medial 
meniscus, which was excised, as well as a tear 
of the patellar tendon, which was repaired. 

After this operation the patient made steady 
progress, and eighteen months after the injury 
examination showed good clinical union, with 
no limitation of motion at the left hip or the 
left knee, but with approximately 1 inch (2.5 
cm.) of shortening of the left leg. This was 
easily corrected with a lift to the heel and sole 
of the left shoe. Roentgenograms taken at that 
time showed good union of both fractures of 
the left femur, shaft and neck (Fig. 6C). 

CASE 4.—A 46-year-old Chinese male, while 
driving an automobile on Dec. 31, 1951, was 
involved in a head-on collision and suffered 
multiple injuries. He was taken to the City 
Hospital and was transferred to this service on 
the following day. 

Examination on admission showed a clouded 
sensorium, laceration of the forehead, pneu- 
mothorax on the right and a compound wound 
of the right thigh, with deformity. Roentgeno- 
grams showed a fracture of the shaft of the 
right femur and a fracture of the neck of the 
same femur (Fig. 7A); a comminuted dis- 
placed plateau fracture of the left tibia; a 
fracture of the left radius; a fracture of the 
left second metacarpal bone, and multiple rib 
fractures on the right. 

The compound wound of the right thigh was 
debrided and closed. Skeletal traction was ap- 
plied to the right leg. Other injuries were 
treated. 

Three weeks after injury, at the same opera- 
tion, open reduction of the fracture of the 
shaft of the right femur with insertion of a 
medullary nail (Fig. 7B) and open reduction 
of the neck fracture and insertion of three 
Knowles pins was performed (Fig. 7C). After 
the operation the right leg was placed in bal- 
anced suspension. 

During convalescence from this operation, 
the patient complained of pain on motion of the 
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right knee. Check roentgenografns showed a 
comminuted fracture of the right patella (Fig. 
7D), part of which was thereforé excised. 

Roentgenograms taken four months after the 
injury showed beginning union of the frac- 
tures of the neck and the shaft of the right 
femur (Fig. 7E). The patient has considerable 
limitation of motion of the right knee, which 
is beginning to respond to physiotherapy. Par- 
tial weight bearing on the right leg was begun 
at this time (Fig. 7F). 


COMMENT 


In these days of increased speed one 
often encounters unusual types of frac- 
tures, and it is a credit to the profession 
that surgeons have been able to keep 
abreast in the treatment of these fractures 
by improvising new and improved meth- 
ods. In all treatment of fractures Bruce 
Gill’s aphorism aptly applies: “Study prin- 
ciples rather than methods. A mind that 
grasps principles will devise its own meth- 
ods.” 

No attempt will be made to evaluate the 
advantages or disadvantages of various 
forms of treatment for this type of injury, 
as such an evaluation is beyond the scope 
of this paper. 

In several of the cases there were seri- 
ous associated injuries, and the treatment 
of these often took precedence over the 
definitive treatment and/or materially 
added to the problem of management. 

The treatment in these 4 cases was a 
combined one—the use of a medullary nail 
for the femoral shaft and three Knowles 
pins for the femoral neck. 

Medullary nailing? has received great 
impetus since the end of World War II, 
and has now become accepted as the treat- 
ment of choice for transverse fractures of 
the shaft of the femur at the level of the 
isthmus; it may be used in other fractures 





Fig. 6—-(opposite).—A, roentgenogram taken on admission, showing oblique fracture of shaft of left 
femur with an incomplete butterfly fragment. B, roentgenogram taken after medullary nailing for 
shaft and insertion of three Knowles pins for neck. C, roentgenogram taken eighteen months after 


injury, showing excellent healing of fractures of both neck and shaft. 


A Phillips screw with a wire 


loop attached to proximal end of medullary nail can be seen and was used to prevent the nail from 
D, patient as he is today, showing pelvic tilt and 
shortening of left leg, which was easily corrected with a lift to the shoe, 


backing out again, as occurred on one occasion. 
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\Fig. 7 (Case 4).—A, roentgenogram taken on admission, showing fracture of femoral neck (Pauwe! 

type II), and comminuted fracture of shaft. B, roentgenogram showing fixation of fracture of shat 

with medullary nail. C, roentgenogram showing fixation of fracture neck of femur with three Knowle 

pins. D, roentgenogram demonstrating the comminuted fracture of the right patella. EH, roentgenogra 

four months after injury showing good healing of the fractures of the neck and shaft of the righ 
femur. F’, patient as he is today, eight months after injury. 


of the shaft, however, in selected cases. 

The use of Knowles pins*® for fracture 
of the neck of the femur has been advo- 
cated since the thirties and has many avid 
adherents. 

In 2 of the cases (1 and 2), the fracture 
of the neck was not discovered immediate- 
ly, which necessitated a second operation. 
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In the first 2 cases, as the medullary ne | 
was already in place, not many possibiliti: s 
as to treatment of the fracture of the nec < 
were applicable. In view of the good r - 
sults obtained from the empiric use of tI > 
medullary nail for the shaft, supplemente | 
by the three Knowles pins for the neck, i : 
the first 2 cases, the same treatment wa 
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employed in Cases 3 and 4. 

The question may be asked as to whether 
retrograde insertion of the medullary nail 

the proximal fragment could have 

»‘uced the fracture of the neck of the 

ir. In the third and fourth cases, the 
ure of the neck was visualized before 
nedullary nailing, and a review of 
yreoperative roentgenograms demon- 
ed the presence of the neck fracture 
ses 1 and 2, although that diagnosis 
not made until check roentgenograms 
een taken after insertion of the med- 
v nail. 

accidents resulting from severe 
na it is wise to consider the possibility 
sociated injuries as well as the imme- 
ly presenting ones. In many cases of 

\ ve trauma a complete skeletal survey 

be indicated, but this need may be 
ified to some extent by a thorough and 

' plete physical examination. 

1e 4 cases here presented had notice- 
similarities; in each case the patient 
the driver of a car involved in a head- 
ollision and suffered multiple injuries. 

.1 2 cases, 1 and 4, there was a fracture 
of he patella on the same side; in Case 2 
thre was a linear fracture of the distal 
end of the femur; and in Case 3 there was 
an injury to the knee necessitating exci- 
sion of the medial meniscus and repair of 
a torn patellar tendon at a later operation. 

All of the shaft fractures were located 
in the vicinity of the isthmus and were 
suitable for medullary nailing. All four 
shaft fractures have healed well, and the 
only one in which a complication occurred 
was that in Case 3, in which there were 
resorption and shortening at the fracture 
site (approximately 1 inch). 

There has been good healing of all 4 neck 
fractures, with no evidence of nonunion or 
of necrosis of the head. In all cases great 
pains were taken to obtain as nearly per- 
fect a reduction as possible before inser- 
tion of the Knowles pins, as in our opinion 
this is essential for good results. Eric 
Lloyd succinctly stated: “The bad results 
of hip nailing are the results of bad nail- 
ing.*” Partial weight bearing on the in- 
volved extremity was started usually at 
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three months, but varied with each indi- 
vidual case. 

Frank Kreuz,*® Chief of Orthopedics at 
Oakland Naval Hospital, has observed 4 
similar cases. In 1 the fracture of the neck 
was not discovered until after the shaft 
fratture had been treated with a medul- 
lary nail. The neck fracture was a typical 
impacted abduction fracture with valgus. 
Nothing was done for the neck fracture 
and the patient obtained a perfect result 
with no evidence of necrosis of the femoral 
head. Another patient, with a nonimpacted, 
partly extracapsular fracture of the neck, 
was treated with continuous skeletal trac- 
tion as for a simple fracture of the shaft 
of the femur, with excellent results. In the 
2 other cases, the shafts of the femurs 
were plated and the intracapsular frac- 
tures were nailed with Smith-Petersen 


nails. 
SUM MARY 


1. The authors present 4 cases of frac- 
ture of the shaft of the femur with asso- 
ciated fracture of the neck of the same 
femur, successfully treated by means of a 
medullary nail for the shaft and three 
Knowles pins for the neck. 

2. It is important to be on the lookout 
for concomitant injuries other than the 
presenting one in this age of severe trauma 
associated with automobile accidents. In 
2 of the 4 cases presented the associated 
fracture of the neck of the femur was not 
immediately discovered, which necessi- 
tated further surgical intervention. In 
cases of fracture of the femoral shaft 
resulting from severe trauma, an anteri- 
or-posterior view of the pelvis, with 
roentgenograms of the same knee, is 
recommended to rule out the presence of 
associated injuries. 


RIASSUNTO 


1. Gli Autori presentano 4 casi di frat- 
tura della diafisi del femore associata a 
frattura del collo del femore stesso, curati 
con successo mediante inchiodamento mi- 
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dollare della diafisi e inchiodamento del 
collo. 

2. E’molto importante far attenzione 
alle lesioni associate in questi gravi traumi 
da incidente automobilistico. In 2 dei 4 
casi presentati la frattura del collo femo- 
rale non era stata notata sul momento e 
rese necessario un intervento successivo. 
In ogni caso di frattura della diafisi del 
femore dovuta a un trauma grave si rac- 
comanda di eseguire una lastra antero- 
posteriore del bacino ed una del ginocchio 
per svelare eventuali fratture associate. 


ZUSAM MENFASSUNG 


1. Der Verfasser berichtet ueber vier 
Faelle von Oberschenkelschaftbruechen, 
bei denen gleichzeitig ein Schenkelhals- 
bruch des gleichen Femurs vorlag. Die 
erfolgreiche Behandlung bestand in Ein- 
fuehrung eines Marknagels in den Schaft 
und von drei Knowlesnaegeln in den Schen- 
kelhals. 

2. Im Zeitalter der Automobilunfaelle, 
wo es zu schweren Verletzungen kommt, 
ist es wichtig, darauf zu achten, ob ausser 
den offensichtlichen Verletzungen noch 
andere vorhanden sind. In zwei von den 
hier dargestellten vier Faellen waren die 
Begleitbrueche des Schenkelhalses nicht 
gleich entdeckt worden, wodurch weitere 
chirurgische Massnahmen notwendig wur- 
den. Um das Vorhandensein von Begleit- 
verletzungen auszuschliessen, wird eine 
Roentgenaufnahme des Beckens nebst Auf- 
nahmen des gleichseitigen Knies in allen 
Faellen von Oberschenkelschaftbruechen 
empfohlen, die durch schwere Gewaltein- 
wirkung entstanden sind. 


RESUME 


Les auteurs ont traité une fracture du 
corps et du col du fémur par un clou placé 
dans le médullaire et trois clous de 
Knowles dans le col. Les auteurs discutent 
sur la nécessité d’un examen systématique 
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du bassin surtout aprés les accidents 
d’automobile afin de ne pas oublier cer- 
taines fractures discrétes. 


RESUMEN 


1. Los autores presentan 4 casos de frac- 
tura de la diafisis del fémur con fractura 
asociada del cuello del mismo, tratadas con 
éxito por medio de un clavo medular para 
la diafisis y tres alfileres de Knowles para 
el cuello. 

2. Es importante estar alerta para lesi- 
ones concomitantes, en esta época de 
graves traumatismos asociados a acciden- 
tes automovilisticos. En 2 de los 4 casos 
presentados la fractura asociada del cuello 
del fémur no se descubrio inmediatamente, 
lo que requirié intervenci6n quirtrgica 
posterior. En los casos de fractura dia- 
fisiaria femoral por traumatismo grave se 
recomiendan roentgenogramas antero- 
posterior de la pélvis y de la rodilla homo- 
lateral, eliminandose en esta forma la pre- 
sencia de lesiones asociadas. 
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Five Years’ Experience with Vagotomy and 


Gastroenterostomy for Duodenal Ulcer 
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CHICAGO, ILLINOIS 


HEN one reviews many of the re- 

\ X/ ported results of surgical treatment 
of peptic ulcers, one is impressed 

by the frequency with which some authors 
have failed to take certain important fac- 
tors into due consideration. Duodenal 
ulcer, gastrojejunal ulcer and gastric ulcer 
are in many respects three different dis- 
eases, and should be clearly separated in 
tabulating the results of surgical treat- 
ment. In analyzing the values of various 
operations for duodenal ulcer one should 
consider the emotional status of the pa- 
tient, the duration and character of the 
symptoms, the history of complications, 
such as perforation, hemorrhage and ob- 
struction, the findings at laparotomy, the 
technic of the operation performed, the 
experience of the surgeon, the length of 
the postoperative period of observation, 
and the testimony of the patient himself. 
Controversies as to the best type of 
operation for duodenal ulcer will continue 
until a significantly weighty body of crit- 
ical analyses has accumulated on large 
numbers of patients over an adequate pe- 
riod. Vagotomy alone admittedly carries a 
high percentage of failures in the treat- 
ment of duodenal ulcer, as does gastro- 
enterostomy alone. When these two pro- 
cedures are combined, the results are much 
more satisfactory and may be compared 
with the results of subtotal gastric resec- 
tion. The vagotomy must be complete, or 
nearly so, and the gastroenterostomy must 
be carefully fashioned to allow proper 
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emptying of the stomach. Poor results due 
to faulty technic are too often used as evi- 
dence to discredit vagotomy and gastro- 
enterostomy. The technic of gastric re- 
section is even more exacting, yet poor 
results from this operation in the hands 
of some surgeons are not commonly used 
to discredit resection in the treatment of 
duodenal ulcer. 

In discussing the relative merits of va- 
gotomy with gastroenterostomy and gas- 
tric resection as performed by experienced 
surgeons in comparable cases of duodenal 
ulcer, there are two major general consid- 
erations: the technical details and the end 
results. The former operation requires 
about ninety minutes on the average, car- 
ries a mortality rate of 1 per cent or less 
and leaves the entire stomach, on which 
additional surgical procedures can be car- 
ried out, if necessary, at a later date. Gas- 
tric resection requires two to three hours, 
has at least twice the mortality rate in 
most hospitals, and must remove at least 
three-fourths of the stomach to obtain 
good results. If it is a failure, further 
surgical treatment is usually not advised. 

These details, although highly impor- 
tant, have less significance than the end 
results, and the best evidence comes from 
the statements of the patients themselves. 
Follow-up studies of night secretions and 
gastric acidity, roentgen data, response to 
insulin and histamine tests, etc., are of 
scientific interest and help especially in 
analyzing the failures following any gas- 
tric operation. However, if the patient 
continues to be completely satisfied with 
the result the operation has been a good 
one, regardless of what such studies may 
reveal. 
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During recent years at our hospital, 
from 15 to 20 per cent of the patients 
treated by the medical service for duo- 
denal ulcer have.been referred for surgical 
intervention. More than one indication for 
operation existed in many of these pa- 
tients. Approximately 65 per cent had 
pain as the prime indication, while 24 per 
cent stated that they had had at least 
one episode of bleeding and 11 per cent 
showed clinical and roentgen evidence of 
pyloric obstruction. The duration of symp- 
toms was more than three years in 72 per 
cent of cases, and in 12 per cent surgical 
closure of at least one perforation had been 
done. 

We have been able to follow 170, or 93.4 
per cent of the 182 patients on whom sub- 
diaphragmatic vagotomy with gastroen- 
terostomy was performed for duodenal 
ulcer from six months to five years earlier 
by one of us (C. C. G. or C. Y. W.). 

These 170 patients were all thought to 
be suffering from duodenal ulcer, and defi- 
nite evidences of ulcer were noted at 
operation in 163. None had undergone any 
previous definite gastric operation. 

During the same period we have per- 
formed a somewhat smaller number of 
other gastric operations, including resec- 
tion for duodenal and gastric ulcers, re- 
section of stomal ulcers and pyloroplasties, 
and often have included vagotomy with 
various resections. The patients in this 
group, however, are not considered here. 

The follow-up on these 170 patients has 
been done by personal interviews, by stud- 
ies in the hospital, or by means of the 
following questionnaire: 


We are making a study of some patients 
treated at this hospital for peptic ulcer and 
are very much interested in your case. We 
hope the operation performed on .. (date) .. 
has been successful, and would like your 
frank reply to the following questions con- 
cerning your condition at the present time. 
Please answer on this letter and return it 
in the enclosed envelope. Feel free to make 
any additional comments you wish. 

1. Do you now have pain? Yes....No.. 
If you have pain of any kind, please 
describe it, and state if it is relieved by 
food or alkalies. 
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2. Do you now have any sensation of bloat- 
ing or swelling in the abdomen after 
meals? Yes....No... 

If yes, would you consider it (a) Mild 
.... (b) Moderate.... (c) Severe.. 
(A) How often do you have it? 

(B) What makes it better or worse? 
(C) Are you a slow or rapid eater? 

. Do you belch gas from your stomach.? 

Wes...2NO.4.. 
If yes, please describe the nature and 
frequency of such belching and tell 
whether or not there is any odor to your 
breath. 

. Are your bowel habits normal? Yes.... 
No.... 

If not, please describe. 

. Have you needed any treatment for your 
ulcer since operation? Yes....No.... 
If so, please describe it. 

. Are you eating a general diet? Yes.... 
No.... If not, what foods do you avoid 
and why? 

. What was your average weight before 
operation? . . Ibs. 


. Would you consider the result of your 
operation: (a) Excellent.... (b) Good 
. (ec) Fair.... (d) Poor.... 
We will be glad to have any comments 
which you may care to make. Please use 
the back of this sheet for this purpose. 
Thank you very much for this informa- 
tion. We hope it will be helpful in treating 
other patients with peptic ulcers. 
Seventeen, or 10 per cent, of the 170 
patients have unsatisfactory results, in- 
cluding 2 postoperative deaths. All of the 
15 living patients known to have poor or 
only fair results have been restudied, and 
an attempt has been made to analyze the 
failure of the operation. Twelve patients 
could not be followed and are not included 
in this series. 

The results with these 170 patients have 
been critically reviewed and the following 
divisions made: 


No. of Per 
Patients Cent 


Excellent 115 90% 
Good 38 satisfactory 


10% 
unsatisfactory 


Fair 11 
Poor 
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“Excellent” means that the patient is 
essentially normal in gastrointestinal func- 
tion, has no pain, eats a general diet, re- 
quires no medication and is completely sat- 
isfied with the operation. A “good” result 
means a satisfied patient, free of pain and 
requiring no treatment but complaining 
occasionally c* some diarrhea, bloating, 
“gas” or inability to eat certain foods. 
A “fair” result means that relief of pain 
has been achieved but definite limitations 
in diet are necessary. In this group have 
been placed those patients who have some 
distressing diarrhea, have had black stools 
at least once or have required medication 
at times. Some of these patients consider 
the result of their treatment satisfactory, 
because of the relief of pain. The “poor” 
results are those observed in patients who 
have shown no improvement or show other 
symptoms which are disabling, and are 
unhappy with the result. We use the term 
“unsatisfactory” when the condition of 
the patient is fair or poor and feel that 
there is justification for a distinction be- 
tween “good” and “fair” results. We agree 
with Walters! and his co-workers, that a 
thorough postoperative study of a patient 
may obtain information not forthcoming 
in a questionnaire, and may show that the 
result is not as good as the patient thought 
it to be. We have found the opposite also 
to be true, and later studies on several pa- 
tients have revealed other pathologic proc- 
esses, such as cholecystitis, diverticulitis 
of the colon and subacute or recurring ap- 
pendicitis, to be the explanation of symp- 
toms ascribed by the patient to a poor 
result of the previous operation. Walters! 
stated that 89.2 per cent of patients traced 
by questionnaire reported excellent results 
after vagotomy and gastroenterostomy for 
duodenal ulcer, whereas of 44 patients who 
returned for study only 75 per cent had 
excellent results, 13.6 per cent had “unsat- 
isfactory” results and 11.4 per cent had 
poor results. Of the 170 patients we have 
followed, 68, or 40 per cent, have been re- 
studied, and 102, or 60 per cent, have re- 
sponded by questionnaire. In this series 
are included private patients (about 20 
per cent) and contributors to the Illinois 
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Central Railroad Hospital Department (80 
per cent). The latter may return to the 
hospital for restudy at no added expense 
to themselves, and the great majority do 
return if they are dissatisfied with the re- 
sults of any operation. Our results have 
been the same in the follow-up of private 
patients as those obtained by follow-up of 
railroad employes. : 

The 2 patients who died (1 per cent of 
our entire series to date) were studied at 
autopsy. One, a 56-year-old man, died of 
acute coronary thrombosis four days after 
the operation. The other, a man 47 years 
old, left the hospital eight days after the 
operation in good condition, and returned 
three days later with enormous gastric 
retention and alkalosis. He responded 
promptly to treatment, but again alkalosis 
with uremia developed, and he died four- 
teen days after the operation. Postmortem 
examination failed to supply an adequate 
explanation for his death. There have been 
no deaths in the last group of 170 patients, 
operated upon from November 1948 to the 
time of writing. 

Other major postoperative complications 
were: 


Wound disruption 4 
Pneumonia or atelectasis 3 

Stomal obstruction re- 
quiring reoperation 2 
Thrombophlebitis 2 
Pneumothorax iE 
Coronary thrombosis 1 
1 


Wound infection 
— (7 per cent of 


Total 14 _ total series) 


Seven patients have had symptoms sug- 
gesting a stomal ulcer, and all have been 
restudied. In only 1 has an ulcer been re- 
vealed by roentgen examination, and the 
patient is chronically alcoholic. He was 
reoperated on, and a subtotal resection was 
performed. Reoperation was advised for 
1 other patient but was refused. We agree 
with Stempien and his associates? that 
gastritis may develop after gastroenteros- 
tomy and that this may account for symp- 
toms in the absence of actual ulceration. 








We also realize that stomal ulcers may be 
difficult to demonstrate roentgenograph- 
ically. 

Diarrhea has occurred in about 15 per 
cent of our patients, but in only 3 has it 
been severe and persistent enough to cause 
the result to be listed as fair or poor. In 
most of the patients with postoperative 
diarrhea the condition has subsided or 
disappeared within two or three months. 
Several patients stated that they had sev- 
eral bowel movements daily, but were well 
satisfied because they had previously been 
troubled by constipation. 

Seven of the 15 living patients listed as 
showing fair or poor results were definitely 
psychoneurotic or had a “gastric neuro- 
sis.” In the group with excellent or good 
results there were 4 patients with neurotic 
manifestations and proved duodenal ulcers. 
We and others® have learned to beware of 
operating on neurotic persons, especially 
if there is any question as to the presence 
of an ulcer on roentgen examination. One 
extremely neurotic male patient had a long 
list of various abdominal and other com- 
plaints both before and after vagotomy 
and gastroenterostomy for a proved ulcer. 
He was recently urged to undergo gastric 
resection at another clinic, but refused. 
We have listed him as showing a poor re- 
sult, although he is markedly improved 
since he has quit smoking. He was con- 
suming two to three packages of cigarettes 
daily at the time resection was advised. 

Five patients have had some bleeding 
from the upper part of the gastrointestinal 
tract since the operation. One is believed 
to have bled from a hiatus hernia observed 
at operation and since demonstrated by 
roentgen ray. He considers the surgical 
result satisfactory, as he is entirely free 
of pain and takes a general diet. 

We have had no patients in whom a 
hiatus hernia is known to have developed 
after the operation. There would seem to 
be no reason why such a hernia should 
develop if the operation is properly done. 
Six patients had prolonged faulty post- 
operative functioning of the gastroenteros- 
tomy. Two required reoperation with 
refashioning of the stoma, and 1 of these 
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has been followed and has an excellent 
result. 

In 7 patients no evidence of ulcer could 
be found at operation, but vagotomy and 
gastroenterostomy were performed be- 
cause the history or roentgen picture, or 
both, seemed diagnostic. The results were 
unsatisfactory in 2 cases (28.6 per cent). 

From previous experience with gastro- 
enterostomy alone, it is well recognized 
that a long follow-up period is advisable 
for accurate appraisal of results. This may 
also be true of vagotomy with gastroen- 
terostomy, although our follow-up studies 
indicate that the great majority of unsat- 
isfactory results become apparent within 
the first one or two years. We have com- 
pared the time that our patients have been 
followed with their status at present, and 
it is noteworthy that the percentage of 
satisfactory results after four years is 
essentially the same as within the first 
two years. 


No. of Excellent Fair or 
Patients or Good Poor 
Followed Results Results 
6 months to 
2 years 83 75 90.4% 8 9.6% 
2 to 3 years 47 43 91.5% 4 8.5% 
38 to 4 years 18 17 94.4% 1 56% 
4 years and ~— 
over 20 18 90 % 2 10 &% 








Total* 168 153 91.1% 15 89% 


The weight of the patient appears to 
have little significance in relation to his 
postoperative condition. A substantial loss 
of weight is reported by the majority of 
these dissatisfied with the operation: 


Weight Status, Excellent Fair 
Postoperative or Good or Poor 
Weight maintained or 
increased 99 6 
Weight lost 
(5 pounds or more) 54 9 


Studies of gastric acidity have not been 
attempted routinely by us as regards 
responses to insulin or histamine tests. 

Repeated postoperative titrations of 
free hydrochloric acid from gastric aspira- 


*Excludes the two post-operative deaths from the 170 studied. 




















VOL. XIX, NO. 3 


tions have been recorded in 111 of the pa- 
tients followed. These are correlated with 
the duration of follow-up and the results. 


Results 
6 Months 
to 2 Years 2 years plus 
Postoperative Excellent Fair Excellent Fair 


Free or or or or 

Hel Good Poor Good Poor 
0- 5 units 52 Pe 24 3 
6-10 units 6 1 3 0 
11-15 units 4 0 1 0 
16 plus 5 2 4 4 

Total 67 5 32 7 


This table is subject to criticism. The 
influx of alkaline intestinal contents into 
the stomach after gastroenterostomy can 
unquestionably affect the accuracy of any 
conclusions as to free acid secretion. It is 
known that free acid may reappear after 
an initial postoperative period of anacidity. 
This series would indicate that, of 99 pa- 
tients with satisfactory results, approxi- 
mately 86 per cent had postoperative free 
hydrochloric acid levels of 10 units or less, 
while 12 patients with unsatisfactory re- 
sults only 45 per cent had low acid record- 
ings: The complete absence of free acid 
after the operation is certainly not neces- 
sary for a good result. 

We do not recommend vagotomy and 
gastroenterostomy for gastric or pyloric 
ulcers, although on 4 occasions we have 
performed this operation on patients with 
large, very high-lying ulcers of the lesser 
curvature that appeared on direct visuali- 
zation (through gastrotomy incisions) to 
be benign. Almost total gastrectomy was 
the only alternative. Three of these have 
been followed and are entirely well. They 
are not included in this series of cases. 

We have not attempted to review those 
of our patients on whom gastric resection 
has been performed for duodenal ulcer. 
There have been relatively few of these 
in recent years. Formerly we feared re- 
current hemorrhage after vagotomy with 
gastroenterostomy in patients with a his- 
tory of a bleeding duodenal ulcer. This 
fear has proved unfounded. Gastric resec- 
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tion is now employed by us as a primary 
operation for duodenal ulcer only when 
there is active or very recent excessive 
bleeding, usually from a large ulcer of the 
posterior wall eroding into the pancreas. 

During the five years covered by this 
study, no change has been made in the 
technic of vagotomy and gastroenterosto- 
my. The left lobe of the liver is not freed 
from its attachment to the diaphragm. The 
vagus nerves and filaments are located by 
palpation after the esophagus has been put 
on the stretch. The nerves are pulled down 
from the mediastinum and 6 to 10 cm. of 
each is resected, without ligation. A retro- 
colic gastroenterostomy is placed at what 
appears to be the most dependent portion 
of the stomach, and the stoma is fashioned 
to extend diagonallly from near the lesser 
to the greater curvature and from the pa- 
tient’s right to his left. The distal or ef- 
ferent portion of the jejunum is attached 
at the greater curvature and extends well 
to the left. The left of the proximal or 
afferent loop is 2 to 6 inches (5 to 15.2 
cm.), depending on the obesity of the 
mesocolon. The stoma averages 2 inches 
(5 cm.) in length and is made somewhat 
longer in patients with some degree of 
obstruction. Two rows of continuous chro- 
mic No. 00 catgut sutures and an external 
row of interrupted No. 40 cotton sutures 
are used. 

Our postoperative management after 
vagotomy with gastroenterostomy consists 
of continuous gastric suction for three 
days, during which time daily intravenous 
infusions include 500 to 1,000 cc. of 5 per 
cent dextrose in physiologic solution of 
sodium chloride and 2,000 cc. of 5 per 
cent dextrose in water. Amino-acid prepa- 
rations are seldom used. To the dextrose 
are added Vitamins B and C (500 mg.). 
Potassium is given when gastric suction 
is continued over three days. The amount 
of fluid given varies somewhat with the 
size of the patient, the urinary output and 
the weather. In about 10 per cent of pa- 
tients gastric suction must be reinstituted 
for a day or two within the first post- 
operative week. After removal of the tube, 
the patients are started on 1 ounce of clear 
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liquids per hour for the first day, 2 ounces 
the second and 8 or more the third, with 
jello, cereals and custards. Five small 
daily feedings are then given. The ma- 
jority of patients are discharged from the 
hospital by the tenth or twelfth day with 
instructions to adhere to a bland diet in- 
cluding chicken and fish and to limit the 
size of their feedings. By the third or 
fourth week meat is added, and by the 
sixth to eighth week. they are allowed a 
general diet, although large meals are pro- 
hibited for the first three months. Many 
patients are so delighted with their free- 
dom from pain and their ability to eat 
anything that they tend to overeat, and 
this may result in bloating or even vomit- 
ing. Very few patients who follow instruc- 
tions have any difficulties. Light work can 
be resumed by most patients in four to 
six weeks after the operation and heavy 
work in six to eight weeks. 

The euphoric state. of the majority of 
these patients is clearly shown in the en- 
thusiastic letters and comments received. 
To a large extent these patients constitute 
the most satisfied group we encounter 
after any operation for any disorder. 
Their enthusiasm for the results is not 
matched by the reports of those on whom 
subtotal resection has been performed. 
Radical resection usually relieves pain, but 
a large percentage of the patients never 
return to a general diet and have other 
gastric complaints. 

Time and proper case appraisals will 
eventually give the answer to the relative 
merits of these two operations for duo- 
denal ulcer. Jordan‘ reported that there 
are approximately the same number of 
satisfied patients after each operation, but 
her combined statistics show 5 to 12 per 
cent better results after resection. Crile 
and others,** in a series of 147 patients 
comparable to ours, have recently reported 
90 per cent of satisfactory results after 
vagotomy and gastroenterostomy. Drag- 
stedt® reported 87 per cent of good results 
and admitted that failure to effect com- 
plete vagotomy is the chief weakness of 
the operation.* In his opinion, complete 
vagotomy abolishes the nervous or cephal- 
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ic stimulation for hypersecretion of hydro- 
chloric acid in 97 per cent of patients. 
Stein and Meyer’ reported that the effects 
of complete vagotomy persist for at least 
three to four years, and that both resection 
and vagotomy depress all the mechanisms 
of gastric secretion, although by different 
means.® The results after gastric resec- 
tion vary with different authors. Healy, 
Hellman and Sauer’ compared resection 
with vagotomy alone, as others’ continue 
to do; although there now remains no 
doubt that vagotomy should always be 
combined with some type of drainage pro- 
cedure in the treatment of duodenal ulcer. 
After resection Healy observed dumping 
syndromes in 10 per cent of cases, demon- 
strable marginal ulcers in 5.8 per cent and 
recurrent bleeding in 13.6 per cent. His 
overall evaluation indicated that 90.8 per 
cent of patients improved after resection 
for duodenal ulcer. Others* have reported 
much poorer results from resection, The 
mortality from resection in the best hands 
will average 1 to 3 per cent,'! although 
much lower figures are recently recorded.'* 
As Crile’ and others* have pointed out, 
it is unfair to compare resection done on 
“good risks” with vagotomy and gastro- 
enterostomy when the latter operation is 
reserved for “poor risks” or performed 
only when definite ulcer is not present and 
a more radical procedure does not seem 
justified. 

In our opinion, the evidence is gradually 
accumulating that vagotomy with gastro- 
enterostomy will give as good long term 
results as elective subtotal gastric resec- 
tion, or better, in comparable series of pa- 
tients with duodenal ulcers. 


SUMMARY 


One hundred and seventy patients were 
subjected to vagotomy and gastroenteros- 
tomy for duodenal ulcer and have been 
followed for six months to five years. Of 
these, 153, or 90 per cent, show satisfac- 
tory results; 17, or 10 per cent, show fair 
or unsatisfactory results. 

There were 2 deaths, a surgical mortali- 
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ty rate of 1 per cent in a total of 201 
patients. There have been no deaths among 
the last 170 patients (this group includes 
patients operated on in the last six 
months). Three, or 1.7 per cent ,have 
disabling diarrhea. 

Only 1 proved stomal ulcer has occurred, 
ilthough 7 were suspected. Five patients, 
or 2.8 per cent, have had postoperative 
jleeding. Of 7 patients in whom no ulcer 
vas discovered at operation, 5, or 2.8 per 
-ent, show unsatisfactory results. 

Psychoneurotic patients and patients 
vith questionable ulcers are poor candi- 
dates for surgical treatment. 


CONCLUSIONS 


Vagotomy with gastroenterostomy will 
give as good end results as subtotal resec- 
tion in comparable patients with duodenal 
ulcers. It has the further advantages of 
requiring less time to perform, carries a 
lower surgical mortality, and permits later 
resection if it proves a failure. 


CONCLUSIONI RIASSUNTIVF 


170 malati sono stati sottoposti a vago- 
tomia e gastroenterostomia per ulcera duo- 
denale e sono stati seguiti per un periodo 
vario da 6 mesi a 5 anni; 153 di essi 
(90% hanno ottenuto un buon risultato, 
17 (10%) risultati cattivi. 

Ci furono 2 morti, con una percentuale 
dell 71% su un totale di 201 pazienti. Nes- 
sun decesso negli ultimi 170 casi (il grup- 
po comprende anche gli operati negli ulti- 
mi 6 mesi). Tre pazienti (1,7%) hanno 
presentato una diarrea grave. In un caso 
é stata dimostrata la comparsa di un ’ul- 
cera peptica, in altri 7 ve ne fu il sospet- 
to; 5 pazienti (2,8%) ebbero emorragie 
post-operatorie. Nei 7 casi in cui non si 
trovo ulcera all ’intervento si ebbero 5 
risultati cattivi (2,8%). 

I soggetti psiconeurotici e i pazienti con 
ulcere discutibili sono cattivi candidati 
alla cura chirurgica. 

La vagotomia con gastroenterostomia 
puod dare disultati altrettanto buoni come 
la resezione subtotale. Presenta, tuttavia, 
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il vantaggio di una maggior brevita di 
intervento, @ gravata da una pit’ bassa 
mortalita operatoria e consente una re- 
sezione in secondo tempo qualora non sia 
stata efficace. 


RESUME 


170 patients atant subi une vagotomie 
avec gastro-entérostomie pour ulcére duo- 
dénal ont été suivis pendant 6 mois a 5 
ans. Parmi ce monde, 153 ou 90% éprou- 
vérent d’heureux résultats; 17 ou 10% ne 
furent pas soulagés. Sur 201 patients, il 
y a eu 2 morts. Aucune mortalité dans le 
groupe des 170. Les patients souffrant de 
psychoneurose et ceux dont l’ulcére n’était 
pas certain, ne furent pas de bons candi- 
dats. Les auteurs recommandent le traite- 
ment pour l’ulcére duodénal. Ils se basent 
sur leurs statistiques post-opératoires. 


RESUMEN Y CONCLUSIONSES 


Ciento setenta pacientes fueron someti- 
dos a vagotomia y gastroenteroanastomo- 
sis para ulcera duodenal, habiendo sido 
seguidos de seis meses a cinco anos. De 
estos 153, 6 sea al 90 por ciento mostraron 
resultados satisfactorios; 17, 6 sea el 10 
por ciento mosraron resultados insatisfac- 
torios. 

Hubieron 2 muertes y una incidencia de 
mortalidad de 1 por ciento en un total de 
201 pacientes. No han habido muertes 
entre los ultimos 170 pacientes [grupo que 
incluye pacientes operados en los ultimos 
seis meses]. Tres, 6 sea el 1.7 por ciento 
tuvieron diarrea que produjo incapacidad. 
Unicamente se produjo 1 tlcera anastom6- 
tica probada, ain cuando se sospecharon 
7. Cinco pacientes, 0 sea 2.8 por ciento 
tuvieron sangrado postoperatorio. De 7 
pacientes en lo cuales no se descubri6 
ulcera en la operacion, 5, 6 sea el 2.8 por 
ciento, mostraron resultados insatisfactori- 
os. 

Los pacientes psiconeuroticos y pacien- 
tes con ulceras dudosas son malos candida- 
tos para el tratamiento quirtrgico. 

La vagotomia con gastroenteroanasto- 
mosis, da tan buenos resultados como la 
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reseccién subtotal en pacientes compara- 
bles con ulcera duodenal. Tiene la ventaja 
de que requiere menos tiempo para reali- 
zarse, implica una mortalidad quirtrgica 
menor y permite ressecciOn posterior si 
es un fracaso. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Hundertsiebzig Kranke wurden wegen 
Zwolffingerdarmgeschwiirs der Vagatomie 
und Gastroenterostomose unterzogen und 
fiir einen Zeitraum zwischen sechs Mo- 
naten und fiinf Jahren beobachtet. Von 
diesen Kranken zeigten 153, d.h. 90%, be- 
friedigende Resultate und 17, d.h. 10%, 
unbefriedigende. 

Es kamen zwei Todesfille vor, d.h. die 
chirurgische Mortalitét betrug 1% bei 
einer Gesamtzahl von 201 Kranken. Unter 
den letzten 170 Kranken (diese Gruppe 
schliesst die in den letzten sechs Monaten 
operierten ein) befanden sich keine Todes- 
falle. Drei Kranke, d.h. 1,7%, leiden unter 
einer entkraftenden Diarrhoe. Nur in 
einem Fall konnte ein Geschwiir am Stoma 
nachgewiesen werden, obgleich ein Ver- 
dacht in sieben Fallen bestand. Fiinf 
Kranke, d.h. 2,8%, zeigten postoperative 
Blutungen. Von sieben Kranken, an denen 
bei der Operation kein Geschwiir gefun- 
den werden konnte, zeigten fiinf, d.h. 
2,8% der Gesamtzahl, unbefriedigende Re- 
sultate. 

Psychoneurotische Kranke und solche, 
bei denen die Geschwiire fraglich sind, 
sind undankbare Kandidaten fiir die chi- 
rurgische Behandlung. 

Die Vagotomie mit Gastroenterostomose 
ergibt gleich gute Resulate wie die sub- 
totale Magenresektion, wenn vergleich- 
bare Kranke mit Zwéolffingerdarmgeschwii- 
ren operiert werden. Die Methode hat 
ferner den Vorteil, dass ihre Ausfiihrung 
weniger Zeit erfordert, dass ihre chirurgi- 
sche Sterblichkeit niedriger ist, und dass, 
wenn sie erfolglos ist, der Weg fiir eine 
spitere Resektion noch offen bleibt. 


SUMARIO E CONCLUSOES 


170 doentes foram operados de vago- 
tonia e gastro-enterostomia por ulcera 
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duodenal, os quais foram observados de 
seis méses a cinco anos pelos autéres. 
Déles, 153 ou sejam 90%, ofereceram re- 
sultados satisfatories; 17, ou 10%, apre- 
sentaram resultados desfavoraveis. 

A cifra de mortalidade cirtrgica foi de 
1% uma vez que foram registradas duas 
mortes num total de 201 doentes operados, 
nao se registrando qualquer Obite nas ulti- 
mas 170 operacées. Trés, ou sejam 1,7% 
tiveram diarréia. Em apenas um caso 
ficou provada a existencia de ulcera gas- 
trica, sendo que em sete doentes houve 
suspeita. Cinco apresentaram complica- 
cdes posoperatorias, oferecendo assim a 
porcentagem de 2,8%. Nos sete casos em 
que n&o se positivou afetivamente a exis- 
tencia re ulcera gastrica nao se poude 
constatar bons resultados operatorios. 

Nao é bem indicado o tratamento cirtr- 
gico, frizam os autéres, aos psiconeuroti- 
cos e aos doentes com ulcera discutivel. 

A vagotonia acempanhada de gastro- 
enterostomia dara tao bom resultado quan- 
to a gastrectomia sub-total nos doentes 
portadores de ulcera duodenal. Apresenta 
ainda as vantagens de sérem mais rapi- 
damente executadas, oferecerem menor 
taxa de mortalidade circtrgica, e, permi- 
tirem uma posterior ressecao do estomaga 
no caso de vir sér provada a sua ineficacia. 
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unassociated with operation on the 

biliary tract but associated with op- 
eration on some other organ is a rare phe- 
nomenon. The case here reported is the 
fourth to be recorded in the world litera- 
ture. In the first 2 cases, operation on the 
prostate (transurethral prostatectomy) 
resulted in nonhemorrhagic pancreatitis 
and the lower nephron syndrome. 

The outstanding pathologic condition in 
the case reported here clearly parallels 
that of the former reports, except for the 
interval in time; in this case the disease 
manifested itself on the tenth postopera- 
tive day, while in the former reports it 
was said to have occurred at the time of 
operation. Our purpose in reporting the 
case is to contribute to the further pur- 
suit of the probability that a common etio- 
logic factor exists, initiating both pan- 
creatitis and the lower nephron syndrome. 


[ions occurrence of acute pancreatitis 


REPORT OF CASE 


A white man aged 68 was admitted to the 
urologic service of Drs. Wilkey and Barson 
at Columbus Hospital on Nov. 5, 1950. The 
chief complaints were frequency of urination 
with nocturia (3 to 5 times), of one year’s 
duration; dysuria for the past week and a 
half, and loss .of 20 pounds (9.1 Kg.) of 
weight in three weeks. 

The past history and a systemic review re- 
vealed no abnormality beyond the urologic 
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data just described. Catheterization after uri- 
nation disclosed 6 ounces (170 cc.) of resid- 
ual urine. 

Physical examination showed the patient to 
be well developed and well preserved. He did 
not appear acutely or chronically ill. The tem- 
perature was 98.4 F.; the pulse rate 100; the 
respiratory rate 22, and the blood pressure, in 
millimeters of mercury, 130 systolic and 75 
diastolic. Rectal examination revealed benign 
prostatic hypertrophy, Grade II. 

On admission the blood contained 3,520- 
000 red cells and 7,350 white cells per cubic 
millimeter, with 81 per cent hemoglobin. Uri- 
nalysis yielded the following values: specific 
gravity, 1.018; albumen, absent; sugar, 1 plus; 
acetone, absent; leukocytes, few; epithelial 
cells, few; crystals, few (oxalate). The Kahn 
test gave a negative result. 

Chemical studies of the blood revealed 36 
mg. of nonprotein nitrogen, 1.15 mg. of creat- 
inine and 118 mg. of sugar per hundred cubic 
centimeters. An electrocardiogram showed left 
axis deviation and was also compatible with 
some myocardial damage. 

Roentgen examination of the abdomen re- 
vealed (a) degenerative arthiritis of the lower 
part of the spine and (b) arteriosclerosis. 

Course in the Hospital—Subsequent uri- 
nalyses failed to reveal sugar, and the patient 
was given triple sulfa and penicillin prior to 
operation. 

Transurethral resection of the prostate was 
performed on November 10, with the patient 
under intravenous sodium pentothal-nitrous 
oxide anesthesia, 30 Gm. of prostatic tissue 
being removed. The total procedure lasted 
twenty minutes. The irrigation fluid employed 
was 1.87 per cent glycine (amino-acetic acid) 
solution. 
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During the operation there was no fluctua- 
tion in blood pressure, which remained at 130 
systolic and 60 diastolic. The pulse rate in- 
creased from 95 to 105 at the termination of 
the operative procedure, and the patient’s post- 
operative condition was considered good. 

The immediate postoperative course was un- 
eventful. The pulse rate and temperature were 
normal except for one slight elevation of the 
latter on the third postoperative day, when 
it rose to 101 F. with a pulse rate of 82, and 
thereafter remained normal. The Foley cathe- 
ter was removed on November 15, the fifth 
postoperative day, and the patient urinated 
spontaneously and with ease. The urine was 
clear. 

The remainder of the convalescence was un- 
eventful until November 20, the tenth post- 
operative day, when the nurse noted at 10 a.m. 
that the patient’s speech was somewhat con- 
fused and incoherent. At noon he complained 
of loss of appetite and extreme pain in the 
epigastrium and manifested generalized mus- 
cle spasm and excessive bleeding. The temper- 
ature was 98 F. and the pulse rate 120. The 
blood pressure in millimeters of mercury was 
155 systolic and 90 diastolic. Emergency chem- 
ical tests of the blood on the same day revealed 
the following values: urea nitrogen, 70.3 mg., 
and creatinine 19.3 mg., per hundred cubic 
centimeters; carbon dioxide combining power, 
50.4 volumes per cent. 

A Foley retention catheter was immediately 
inserted, the patient sedated, and 1:6 M lac- 
tate solution started intravenously. 

The patient’s course was steadily downward, 
the muscle spasms becoming more frequent 
and of longer duration. There occurred a 
bloody emesis, and subsequently only scanty, 
bloody urine was produced. 

On November 21 the same muscular spasms 
continued, and anuria developed and was 
treated with (a) 250 cc. of 10 per cent dex- 
trose in water, (b) 250 cc. of plasma and (c) 
1,000 cc. of 1:6 lactate solution. At 10:30 p.m. 
a small amount of bloody urine was passed via 
the catheter. The pulse rate remained at 
112 beats per minute, and the temperature 
throughout the day was 98.6 F. 

Chemical tests of the blood on the same 
day revealed 191 mg. of nonprotein nitrogen 
and 18.5 mg. of creatinine per hundred cubic 
centimeters. 

On November 22, the patient’s condition 
worsened, with projectile vomiting of bloody 
fluid and the passage of blood through and 
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around the retention catheter. The muscle 
spasms were continuous, and the patient died 
at 7 p.m. on the twelfth postoperative day. 

Autopsy.—Gross Observations : The pancreas 
weighed 10 Gm. There were areas of necrosis 
and white areas about the middle portion ad- 
jacent to the vessel. No changes were observed 
in either the head or the tail of the pancreas. 
On cut section the necrotic area was greenish 
grey. 

The right kidney weighed 265 Gm.; the left, 
240 Gm. Both were soft; both were dark red. 
The markings were indistinct. The renal pel- 
ves contained fluid and dark gravel. Some 
areas were darker than others but did not 
seem to be infarcts. The pelves and ureters 
were not distended. The capsule could be 
stripped away with ease, leaving a smooth 
surface. 

The bladder was filled with 1 pint of com- 
pletely clotted blood, the clot extending into 
the urethra. The part of the clot extracted 
from the urethra was 2 inches (5 cm.) long. 

Microscopic Observations: The pancreas 
showed extensive necrosis, with edema. There 
was dense neutrophilic exudation with pro- 
teolysis. Acute pancreatitis was present 
(Fig. 1). 

In the kidney, cloudy swelling and granular 
degeneration of the convoluted tubules were 
observed. Many of the cells in Henle’s loop 
were devoid of nuclei. The veins were en- 
gorged with erythrocytes, some of which were 
undergoing degenerative change. In some 
areas there was precipitated albuman in Bow- 
man’s capsule (Fig. 2). 


COMMENT 


As may be seen from the foregoing case 
report, the onset of pancreatitis and acute 
renal shutdown became apparent on the 
same day, after a relatively uneventful 
ten-day postoperative period. Since mus- 
cular twitchings were evident prior to the 
onset of epigastric pain, it must be as- 
sumed that the lower nephron syndrome 
antedated the pancreatitis, but the pres- 
ence of a common etiologic agent seems 
more than coincidental. 

It is known that the prostatic parenchy- 
ma has a high proteolytic enzyme index 
and that during transurethral resection 
this enzyme may be released into the gen- 
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Fig. 1.—Photomicrograph of pancreas. 


A, pancreatic necrosis. 
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The lower part of the field shows 


normal pancreatic tissue. B, extensive pancreatic necrosis. 


eral systemic circulation.'! It is also known 
that one of these enzymes when released 
may affect both the lower kidney nephrons 
and also the pancreas,” producing a joint 
syndrome such as was observed in this 
case. 

In transurethral resection, hemorrhage 
of greater or lesser degree is usually 
present, and hemorrhage itself may pro- 
duce fibrinolysis,* not only by its direct 
action but by hemodilution, or rather plas- 
ma dilution, which in itself activates pro- 
teolytic enzymes. 

The point of interest in this case is the 
probability that one or perhaps a combi- 
nation of many proteolytic enzymes were 
responsible for the dual pathologic condi- 
tion. That these enzymes were released can 
be readily accepted, but that the titre was 
great enough to produce such marked 
changes in the kidney and pancreas re- 
mains conjectural, since in this case the 


catastrophe occurred on the tenth post- 
operative day. 

One may also consider the possibility of 
sensitization of these two vulnerable or- 
gans to repeated attacks of the enzymes, 
with final calamity as the end result. This 
case report only adds food for thought in 
that such enzymes must be present, and 
one can only conjecture as to their patho- 
logic role and mode of action. 

Another point of interest in the case 
here reported was the time lag between 
operation and the onset -of disease, which 
was ten days. It is a point of conjecture 
that, if the theory of proteolytic enzyme 
activity had been the etiologic basis, would 
it not have manifested itself prior to the 
tenth postoperative day? Or may it be 
explained by a period of latency or de- 
creased tissue tolerance to activated en- 
zymes? Certainly in this case the condi- 
tion did not become manifest at the first 





VOL. XIX, NO. 3 


onslaught, but yielded only after a long 
period of time. 


SUMMARY 


A case of acute necrotizing pancreatitis 
and lower nephron syndrome following 
transurethral resection is presented. The 
possibility of a common etiologic agent 
in the two pathologic conditions is con- 
sidered and discussed. This is the fourth 
case report in the world literature. 


RESUME 


Les auteurs rapportent un cas de pan- 
créatite nécrosante associé 4 un syndrome 
de néphron distal survenu aprés une ré- 
section trans-uréthrale. Ce cas serait le 
4e rapporté. 


Fig. 2.—Photomicrographs of kidney. 


A, severe nephrosis of the convoluted tubules. 
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RIASSUNTO 


Viene presentato un caso di pancreatite 
acuta necrotica con sindrome da nefrone 
inferiore consecutivo a resezione trans- 
uretrale. Viene presa in considerazione 
e discussa la possibilita che le due sindromi 
possano avere un comune agente etiologico. 
Il caso presentato é il quarto nella let- 
teratura mondiale. 


ZUSAM MENFASSUNG 


Es wird ein Fall akuter nekrotisierender 
Pankreatitis und Nephrose (“lower neph- 
ron syndrome”) im Anschluss an eine 
transurethrale Resektion beschrieben. Die 
Moglichkeit eines gemeinsamen Atiologi- 
schen Faktors fiir beide Krankheitszu- 
stande wird in Erwagung gezogen und 


B, hemoglobin 


casts in the tubules of the medullary zone. 
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erortert. Es handelt sich hier um den 
vierten in der Weltliteratur berichteten 
Fall. 

~ .RESUMEN 


Se presenta un caso de pancreatitis 
aguda necrotizante y sindrome de nefron 
inferior consecutivo a una resecci6n trans- 
uretral. Se considera y discute en ambos 
procesos patologicos la posibilidad de un 
agente etiologico comtin. Se trata del 
cuarto caso comunicado en la literatura 
mundial. 


SUMARIO 


Um caso de pancreatite aguda necro- 
zante é registrado, acompanhade de ne- 
frose, em consequencia a uma ressecao 
transuretral. A_ possibilidade de um 
agente etiologico comum a essas duas con- 
dicdes patologicas é estudada e discutida. 
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E ésse o quarto caso registrado na litera- 
tura mundial. 
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Use of Refrigerated Homogenous Bone 


A Follow-up Study 
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EFRIGERATED homogenous bone 
R is being utilized more and more wide- 

ly in orthopedic surgery. However, 
-here are relatively few statistical analy- 
ses! proving its efficacy. It is the purpose 
»f this paper to present the clinical results 
of our first 100 consecutive bone bank 
eases. The length of follow-up varies from 
four and a half to thirty-two months, with 
an average of sixteen months. All cases 
were followed until the fate of the graft 
was determined. 

Method of Preservation.—Most of the 
bone was obtained from fresh amputations 
of the lower extremities for peripheral 
vascular disease. The bone was sectioned 


into appropriate sizes and preserved after 


the method of Bush and Garber’. In all 
instances the donors had normal serologic 
values, no history of malaria or jaundice, 
and no evidence of malignant disease or 
tuberculosis. Routine cultures were taken 
at the time the bone was obtained and 
again when it was used. Bone showing a 
“positive” culture was discarded. When 
more bone was present in one bottle than 
was needed in an operation, the excess 
graft was placed in another set of sterile 
bottles and returned to the bank. The 
bone was stored from five to three hundred 
days, with an average of eighty-one days. 

Statistical Analysis.—This series includ- 
ed a wide variety of orthopedic procedures. 
Most of the patients received prophylactic 
doses of penicillin five to seven days after 
the operation. More than 90 per cent of 
the patients were male. Because general 
surgical and orthopedic residents perform- 
ed the majority of the operations, there 
were about twenty operating surgeons in 
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all. The average length of refrigeration 
of the graft in cases of failure was found 
to be ninety days, which, although it is 
somewhat higher than the overall average 
of eighty days, is not of statistical signifi- 
cance. 

The results in the 100 consecutive cases 
are shown in the ten tables. Tables 1 
through 5 present data concerning the type 
of bone graft employed. Tables 6 through 
10 enumerate the types of surgical pro- 
cedure followed. A comparison of the 
various types of bone graft is made in 
Table 1. In Table 2 the results of the onlay 
bone grafts are itemized. In several fresh 
fractures of the tibia, a homogenous bone 
graft was used instead of a plate as the 
primary means of internal fixation. In 6 
cases, fractures of the forearm were 
treated successfully with onlay grafts, 
bearing out the observations of Knight and 
Purvis*. In these 6 cases the grafts were 
fashioned from portions of fibula. This 
appeared to be more appropriate than 
tibial bone, as it more closely approxi- 
mated the dimensions of the bones of the 
forearm. In the cases of fracture of the 
humerus the graft was made from femoral 
shaft, as the curve of the circumference 
of the femur was found to fit snugly 
around the humerus. The femoral graft 
could be made to approximate almost one- 
third of the circumference of the humerus. 
This intimate contact of the graft with 
such a large surface of the humerus seem- 
ed very advantageous. The healing time 
was not influenced by the type of onlay 
graft, whether tibial, femoral or fibular. 

The results of the inlay bone grafts are 
outlined in Table 3. This group includes 
those cases in which a portion of the bone 
graft projected into the medullary canal 
or into subcortical cancellous bone, such 
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TABLE 1.—Type of Bone Graft 


Failures 


1 (4%) 
6 (37%) 


Successes 
21 (96%) 
10 (63%) 
Cancellous 3 18 (86%) 3 (14%) 
Cancellous and 
Cortical 32 (78%) 9 (22%) 
81 (81%) 19* (19%) 
*Six of these were due to inadequate surgical 
handling. 


No. of Cases 


TABLE 2.—Onlay Bone Graft 


Site No. of Cases 

Tibia, old 
fracture 5 
1 


Successes Failures 


Tibia, fresh 
fracture 4 1 

2 0 
3 0 
3 0 
3 0 
0 

1 


21 (96%) (4%) 


TABLE 3.—Inlay Bone Graft 


Type of Case No. of Cases Successes Failures 
Fracture of 
femoral neck 
Knee fusion .... 
Fracture tibia.. 
Ankle fusion .. 
Talus fracture 
Medial malleolus 
fracture 
Elbow fusion.... 
Wrist fusion .... 
Carpometacarpal 
fusion 
Fracture of 
phalanx 


to oo, ore on 


| 


— 
oO} 


(63%) 6 (37%) 


*These three failures were due to inadequate 
surgical management. 


as a graft for a fracture of the femoral 
neck or a cortical bone peg for a fracture 
of the medial malleolus. The asterisks de- 
note cases in which an experimental type 
of arthrodesis was performed. In the en- 
tire series there were 6 such arthrodeses, 
all of which failed. The method was dis- 
carded, as it was definitely concluded that 
the failures were due to inadequate surgi- 
cal management rather than to a deficiency 
of the bone graft. These asterisks are 
present in several other tables; in each 
case they denote these arthrodeses. If the 
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cases concerned were discarded from Table 
3, the results would show 78 per cent of 
successes and 22 per cent of failures. 

The cases in which only cancellous bone 
was employed are outlined in Table 4. 
This bone was usually obtained from the 
tibial or femoral condyles or, occasionally, 
from the tarsal bones. The grafts were 
fashioned into long “toothpick” strips of 
cancellous bone or ground into “meal.” 


Table 5 demonstrates the largest group 
of cases, those in which both cancellous 
and cortical bone were used. The cortical 
bone contributed to the stability, with can- 
cellous bone supplying additional osteo- 
benic material at the fracture site. In 
spinal fusions cancellous “meal” was often 
packed about a cortical H graft. 

Tables 6 through 10 outline the cases 
with reference to the type of surgical pro- 
cedure. Table 7 shows again that there has 


TABLE 4.—Cancellous Bone Graft 


Type of Case No. of Cases Successes Failures 


Spinal fusion .. 3 0 
Fracture radius 1 1 
Carpometacarpal 

fusion 0 
I.P. fusion 2 
Fracture 

phalanx 0 
Enchondroma 

phalanx 0 
Ankle fusion .. 0 
Triple 

arthrodesis .. 0 

3 


18 (86%) (14%) 


TABLE 5.—Cancellous and Cortical Bone Graft 


Type of Case No. of Cases Successes Failures 


Spinal fusion .. 23 21 
Hip fusion 
Knee fusion .... 
Shoulder fusion 

(tbe) 
Wrist fusion .... 
Triple 

arthrodesis .. 
Fracture of 

tibia 
Fracture of 
Fracture of 

clavicle 

32 (78%) (22%) 

*These 3 failures were due to inadequate surgical 
handling. 
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been a tendency to treat fresh fractures 
with onlay grafts, thereby combining the 
benefits of internal fixation with those of 
a bone graft. Bone grafts for a variety of 
nonunions and delayed unions are listed 
in Tableg. 

The spinal fusions are analyzed in Table 
). In eases of tuberculosis of the spine, 
che paravertebral or intervertebral ab- 
scess, if present, was decompressed 
through a transversectomy approach as 
lescribed by Michele and Krueger‘. It is 
ny opinion that thorough evacuation of 
ous and necrotic material at the time of 
the arthrodesis was a large factor in ob- 
taining healing in each case. It should be 
noted in Table 10, that 3 of the knee fu- 
sions were for Charcot knees, in which 
condition bony ankylosis is notoriously 
difficult to obtain. 


TABLE 6.—Type of Case 


No. of Cases 


Fresh fracture 10 
Nonunion or 
delayed union 32 
Spinal fusion .. 25 
Joint 
arthrodesis .. 31 


Failures 


1 (10%) 


Successes 


9 (90%) 


27 (85%) 5 (15%) 
23 (92%) 2 (8%) 


20 (65%) 11 (35%) 
Filling of defect 2 2 (100%) 0 (0%) 

Total 100° 81 (81%) 19* (19%) 
*Six of these were due to inadequate surgical 
handling. 


TABLE 7.—F'resh Fractures 


Failures 


1 


No. of Cases Successes 


0 
0 
0 
0 
1 


(90%) (10%) 


TABLE 8.—Delayed Union; Nonunion 


Type of 
Fracture No. of Cases Successes Failures 


Neck of femur.. 2 2 0 
Shaft of femur 5 
Tibia 

Medial malleolus 3 
Clavicle 


Metacarpal 
Phalanx 


aeootornromm 


4 
9 
3 
1 
2 
2 
3 
1 
B 
27 


(85%) (15%) 
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TABLE 9.—Spinal Fusions 


Type No. of Cases Successes Failures 


Low back pain.. 13 11 y 
Tuberculosis .... 6 6 0 
Fracture of 
vertebra 2 0 
Spondylo- 
listhesis 2 0 
Cervical lesion.. 2 2 0 
Zz 


23 (92%) (8%) 


TABLE 10.—Joint Arthrodesis 


No. of Cases Successes Failures 


arthrodesis .. 
Tuberculosis of 


0 

0 

1 
Carpometacarpal 5 4 
I.P. joint 5 
20 (65%) 11* (85%) 
*Six of these were due to inadequate surgical 
handling. 


Complications.—Although there were 5 
postoperative infections, in only 1 case did 
it seem that the graft might have been the 
causative factor. In 5 cases cultures taken 
at the time of grafting were reported as 
giving positive results. The organisms 
were nonpathogens in 3 cases, being staph- 
ylococcus albus or diphtheroids. In the 
other 2 cases, Staph. aureus was isolated. 
However, in none of these cases did infec- 
tion develop. 

In 1 patient with nonunion of a tibia a 
skin slough developed, owing to parallel 
skin incisions, and it was three months 
later before any bone involvement could 
be noted. In this case, and also in a case 
of skin slough in a triple arthrodesis, the 
bone involvement seemed to be secondary 
to the low-grade infection accompanying 
the skin slough. In another case, in which 
an onlay graft for a fractured tibia had 
failed, the patient was reoperated on a 
vear later for nonunion. No drainage had 
occurred since the original operation, but 
cultures at the second operation showed 
Staph. aureus. This case is questionable 
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Fig. 1—A, pseudoarthrosis of seventeen months’ duration despite two autogenous tibial bone grafts. 


B, follow-up study (thirty-two months) after homogenous femoral onlay graft. 


in that neither the history nor the physi- 
cal signs were typical of postoperative 
osteomyelitis. In the last case there was 
an arthrodesis of the knee in which a large 
dead space was left at the time of opera- 
tion. Some serous drainage occurred post- 
operatively, becoming purulent after five 
weeks. It was considered that the dead 
space had become infected secondarily. In 
2 of the cases drainage continues, respec- 
tively one year and one and one-half years 
after the operation. 

Two of the grafts fractured, 1 during 
casting in the operating room, the other a 
month after the operation, during a change 
of cast. One of the 2 patients healed de- 
spite the fractured graft; a successful re- 
grafting operation was performed on the 
other at a later date. 

Advantage of a Bone Bank.—After use 
of a bone bank for some time, numerous 
advantages become apparent: 

1. The patient is spared a second opera- 


tion to obtain bone for grafting (it is well 
known that operative defects at the donor 
site are often painful for a long time and 
sometimes weaken the bone enough to per- 
mit fracture to occur). The operative time 
is greatly shortened, and the danger of 
shock is lessened. For instance, this series 
includes almost a dozen arthrodeses of the 
metacarpals and phalanges. In such opera- 
tions only a cubic centimeter of cancellous 
bone is needed, and the operation to ob- 
tain the graft from the ilium of neighbor- 
ing areas is almost as time-consuming as 
the primary operation. These advantages 
are so apparent that further discussion is 
not needed. 

2. Fortunately our bank has insured us 
of an adequate amount of cancellous and 
cortical bone at all times. As has been 
mentioned, this is a particularly important 
factor in the treatment of spinal fusions. 
In fact, there is a danger of using too much 
graft. In the case illustrated in Figure 2, 





Fig. 2.—A, fracture four and one half months old, with malposition. B, film taken three months 
after open reduction, H-S nailing and homogenous bone graft. Note voluminous callous. 





Fig. 3.—A, nonunion of compound fracture of the tibia and fibula of four months’ duration, with soft 
tissue defect. B, bony union three months after onlay and intramedullary homogenous tibial grafts. 
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Fig. 4.—A, roentgenogram of a hip showing six-week-old fracture of neck of femur with complete 
anterior displacement of femoral head and proximal portion of neck with reference to distal fragment. 


B, film taken two years after open reduction, homogenous bone grafting and osteotomy. 


A and B, an excess of graft was used and 
resulted in an excessively large callus. 

3. New approaches to orthopedic prob- 
lems are possible. For the past two years 
only one metal plate has been used for 
internal fixation, and this was used with 
cancellous bank bone to bridge a bone gap. 
At present primary internal fixation by 
cortical onlay grafts appears to be the 
treatment of choice for certain fractures, 
e.g., unstable fractures of both bones of 
the forearm. Recently, in cases of recur- 
rent dislocations of the shoulder, especially 
when there were bony defects in the glen- 
oid, the capsule has been riveted down to 
the glenoid with bone pegs. These pegs 
attach the capsule firmly to the glenoid 
and appear.more physiologic than metal 
staples. Also, at the same time, they can 
be fashioned so as to make an anterior 
bone block if this is desired. It has be- 
come quite common to add a small amount 


of cancellous bone or thin cortical strips 
to any open réduction. This adds greatly 
to the bulk of the primary callus and ap- 
pears to facilitate rapid healing. 

Disadvantages of a Bone Bank.—1. 
Many authorities contend that refrigerated 
bone grafts are perhaps slightly slower to 
heal than are autogenous bone grafts. Al- 
though this is a very difficult thing to de- 
termine, it was not noticed, or at least was 
not obvious, in this series. 

2. Unless cadaver iliac bone is used, the 
usual cancellous bone available to the bank 
is fatty cancellous bone, such as tibial con- 
dyle or tarsal bones. Some surgeons con- 
sider this inferior to red marrow iliac 
bone. 

3. Early critics warned of the danger 
of infection due to the multiple handling 
of the bank bone. This has not been sub- 
stantiated by this series or other series in 
the literature.® 
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SUMMARY 


In this series of 100 consecutive homoge- 
ous bone grafts, the results were success- 
‘ul in 86 per cent of the cases (that is, 
lisregarding the 6 arthrodeses that failed 
vecause of inadequate surgery). Only 1 
ostoperative infection was considered to 
e secondary to the graft. Storage of the 
one up to three hundred days did not 
ppear to affect the success of the graft. 
No difference in healing was noted be- 
ween tibial, femoral or fibular onlay 
rrafts. Each type had its own special ad- 
‘antages and indications, tibial for the 
ower extremity, fibular for the forearm, 
ind femoral grafts for the humerus. Metal 
)lates have been replaced by cortical bone 
zrafts at this hospital. Not only has a 
‘arge amount of cancellous and cortical 
vone always been available, but having 
such a supply encourages the surgeon to 
devise new operative procedures. 

With a look to the future, bone banks 
may follow blood banks in becoming stand- 
ard equipment in large hospitals. Many 
orthopedic hospitals are somewhat isolated 
geographically and are often not too well 
integrated with general surgical services, 
in which the majority of amputations are 
performed. Central bone banks should be 
started in the larger city institutions to 
obtain much such bone which is now be- 
ing discarded. After sterile cultures have 
been obtained, the bone could be distrib- 
uted to outlying districts and to city bone 
banks that are temporarily depleted. 


SUMARIO 


Numa serie consecutiva de 100 enxertias 
ésseas homogéneas, os resultados foram 
exclentes em 86% dos casos (isto é, sem 
considerar 6 artrodeses falhas por pro- 
cessos cirtirgicos inadequados aos respec- 
tivos casos). Apenas uma infeccéo pos- 
operatoria foi observada e considerada 
como secundaria ao enxerto. A conservacao 
do 6sso acima de 300 dias nao parece afetar 
o resultado da enxertia. Nenhuma difer- 
enca foi notada quanto a origem dos enxer- 
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tos, isto é, se procederam os mesmos da 
tibia, femur ou do perdneo, do ponto de 
vista do resultado obtido. Cada tipo apre- 
senta as suas vantagens especiais e indica- 
cd6es proprias; tibia para as extremidades 
inferiores; perOneo para o ante-braco; en- 
xerto do femur para o humero. O emprego 
de placas de metal foi substituido pelos 
enxertos osseos seu Hospital, afirma o 
autor. 

Para o futuro os bancos de osso terao a 
mesma utilidade nos hospitais que os ban- 
cos de sangue, sendo um equipamento in- 
dispensavel aos grandes nosocdmios. Diz 
o autor que os hospitais especializados em 
ortopedia estao um tanto, geograficamente, 
isolados, e, na maioria dos casos nao in- 
tegrados com os servicos de cirurgia geral 
onde a maioria das amputacoes é praticada. 
Bancos de Osso poderao sér centralizados 
nas grandes instituicdes das Cidades prin- 
cipais, servindo de ponto de partida para 
a obtencéo ao maximo dos ossos que sao 
presentemente desperdicados. Apos con- 
veniente preparacao, oS ossos poderao sér 
distribuidos para outros distritos e para 
os bancos de osso das cidades. 


RIASSUNTO 


Nella serie di 100 casi consecutivi di 
trapianto osseo omoplastico, i risultati fu- 
rono eccellenti nell’86% dei case (e cid 
senza contare che 6 artrodesi fallirono per 
insufficienza tecnica). 

Si calcold che soltanto una infezione 
postoperatoria fossa dovuta al trapianto. 
Sembra che la conservazione dei pezzi fino 
a 300 giorni dopo il prelievo non abbia 
influito sul successo finale. Non si noto 
alcuna differenza nel processo di guari- 
gione fra trapianti di tibia, di femore o 
di fibula a incastro. Ognuno di questi tipi 
ebbe particolari indicazioni e vantaggi: la 
tibia per l’estremita inferiore, la fibula per 
l’avambraccio, il femore per l’omero. L’uso 
di placche metalliche fu rimpiazzato da 
trapianti di corticale. L’abbondanza di 
ossa spugnose e compatte, sempre disponi- 
bili, incoraggia il chirurgo a ideare sempre 
nuovi metodi. 
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Si puo prevedere che in futuro le banche 
d’ossa seguiranno le banche di sangue nell- 
*equipaggiamento standard di ogni grande 
ospedale. Molti-centri ortopedici sono a 
volte geograficamente isolati e spesso non 
sono integrati da un servizio di chirurgia 
generale, dove si compie la maggior parte 
della amputazioni. Si deve fondare nelle 
citta una banca centrale per raccogliere 
queste ossa che ora vengono perdute. Ot- 
tenute culture sterili l’osso pud essere dis- 
tribuito ai centri periferici e alle banche 
che ne siano temporaneamente sprovviste. 


ZUSAM MENFASSUNG 


In der vorliegenden Serie von 100 auf- 
einanderfolgenden homogenen Knochen- 
implantierungen waren 86% der Faelle 
erfolgreich, wobei allerdings 6 Arthro- 
desen, die wegen unzulaenglicher chirurgi- 
scher Therapie unbefriedigend ausfielen, 
ausser Acht gelassen sind. Nur in einem 
Falle wird eine postoperative Infektion 
als Folge der Implantierung angesehen. 
Lagerung des Knochens fuer die Dauer 
bis zu 300 Tagen schien den Erfolg der 
Implantierung nicht zu beeintraechtigen. 
Es wurde kein Unterschied in der Heilung 
zwischen tibialen, femoralen oder fibu- 
laeren Anlegepfroepfen beobachtet. Jede 
Art hatte ihre besonderen Vorteile und 
Indikationen—die tibialen Pfroepfe fuer 
die untere Extremitaet, die fibulaeren fuer 
den Unterarm und die femoralen fuer den 
Oberarm. Im Krankenhaus des Verfassers 
ist die Verwendung von Metallplatten 
durch kortikale Knochenpfroepfe ersetzt 
worden. Ein grosser Vorrat spongioesen 
und kortikalen Knochens ist immer ver- 
fuegbar, und regt den Chirurgen zur 
Erfindung neuer operativer Massnahmen 
an. 

In Zukunft koennten in grossen Kran- 
kenhaeusern Knochenbanken, dem Beispiel 
der Blutbanken folgend, zu einer selbstver- 
staendlichen Einrichtung werden. Viele 
orthopaedische Krankenhaeuser _ liegen 
geograpisch isoliert und stehen haeufig 
nicht in enger Verbindung mit den allge- 
mein-chirurgischen Institutionen, wo die 
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Mehrzahl der Amputationen ausgefuehrt 
wird. Die Krankenhaeuser in groesseren 
Staedten sollten zentrale Knochenbanken 
einrichten, wo ein reiches Knochenma- 
terial, das jetzt weggeworfen wird, gesam- 
melt werden kann. Nach Sicherung steriler 
Kulturen koennte der Knochen auf ent- 
fernt liegende Bezirke und auf die Kno- 
chenbanken innerhalb der Stadt, die geleg- 
entlich knapp an Material sind, verteilt 
werden. 


RESUMEN 


En esta serie de 100 injertos homogéneos 
consecutivos, los resultados tuvieron éxito 
en el 86 por ciento de los casos (omitiendo 
6 artrodesis que fracasaron por cirugia 
inadecuada). Unicamente 1 infeccién post- 
operatoria fué considerada como secun- 
daria al injerto. El almacenamiento de 
hueso hasta trescientos dias aparente- 
mente no afecta el éxito del injerto. No 
se not6 ninguna diferencia entre los in- 
jertos tibiales, femorales 6 peroneales, 
cada tipo tiene sus propias ventajas e 
indicaciones, los tibiales para extremidad 
inferior, los peroneales para antebrazo y 
los femorales para el himero. En nuestro 
hospital ha sido substituido el uso de pla- 
cas metalicas por injertos 6seos corticales. 
No unicamente se ha tenido disponible 
una gran cantidad de hueso esponjoso y 
cortical, sino que tal provisién estimula 
al cirujano a idear nuevos procedimientos 
quirurgicos. 

Con una vision futurista, los bancos de 
huesos deben seguir a los de sangre al 
volverse equipo standard en los grandes 
hospitales. Muchos hospitales ortopédicos 
estan en cierta forma aislados geografica- 
mente y a menudo no bien integrados con 
servicios quirirgicos donde se realizan la 
mayoria de las amputaciones. Los bancos 
de huesos centrales deben ser comenzados 
en las mas grandes institucion¢es citadinas 
para obtener mucho del hueso que actual- 
mente es deschechado como inttil. Después 
de que se han obtenido cultivos estériles, 
el hueso puede ser distribuido a los alrede- 
dores y a los bancos de la ciudad que se 
encuentren agotados temporalmente. 
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AVISO A TODOS OS MEMBROS DO COLEGIO 
INTERNACIONAL DE CIRURGIOES 


A Casa dos Delegados, em 19 de maio de 1952, em Madrid (Espanha), escolheu 
a cidade de Sao Paulo (Brasil) para séde do futuro IX Congresso Internacional do 
Colegio Internacional de Cirurgioes, aprovando proposta de S. Exia. o Snr. Gover- 
nador do Estado, Prof. Dr. Lucas Nogueira Garcez, e designou como Comissao 
organizadora daquele Congresso os membros brasileiros do “Board of Trustees,” 

~ sob a presidencia do Prof. Dr. Carlos Gama, que é o primeiro Vice-Presidente 
Internacional, e Secretario Geral para a América do Sul. 

O IX Congresso do Colegio Internacional de Cirurgioes tera lugar em Sao 
Paulo (Brasil), de 26 de abril a 2 de maio de 1954. 

Os temas oficiais escolhidos sao os seguintes: 1) Experiancia com a Socializacao 
da Medicina em varios paises. 

2) Novas aquisicoes da Radiologia com contrastes, em todas as especialidades 
cirurgicas. 

3) Experiancia com o emprego de antibidticos em todos os ramos da cirurgia. 

A Comissao organizadora do Congresso procura desde ja todos os elementos 
para que o IX Congresso do C.I.C. seja um dos mais notaveis do Colégio Interna- 
cional de Cirurgioes, ao mesmo tempo que uma das mais brilhantes comemoracoes 
do IV Centenario de Sao Paulo. 

Afim de ter com bastante antecedencia dados seguros sobre o numero dos con- 
gressistas, e poder satisfatoriamente aloja-los, e programar de maneira absolutamente 
funcional as sessos, pede a todos os interessados, queiram comunicar imediatemente a 
Secretaria, no endereco abaixo. 

—Prof. Dr. Carlos Gama, Sao Paulo, 
Secretaria, Praca Ramos de Azevedo, 209, 7.° Andar, Sala 710, Sao Paulo, Brasil. 





The Emergency Treatment of Cardiac Arrest 


ROBERT M. HOSLER, M.D., F.A.C.S.* 
CLEVELAND, OHIO 


of the International College of Sur- 

geons met in Cleveland, Ohio. I gave 
a demonstration of cardiac resuscitation 
to some forty to fifty members of this 
group in the experimental laboratory of 
Dr. Claude S. Beck. The members were 
divided into two groups, and each wit- 
nessed the same dog’s heart brought out 
of ventricular fibrillation on two separate 
occasions. This is not unusual, for during 
some of our routine courses the partici- 
pants themselves have carried out this 
procedure successfully at least twenty- 
eight times, the animal later being killed. 

This article is a summary of the intro- 
ductory remarks and discussion that pre- 
ceded the actual demonstration. 

Sudden heart stoppage in the operating 
room is the enigma and challenge of pres- 
ent-day surgery and anesthesia. It can 
happen to the beginning intern as well as 
to the skilled surgeon who is in the habit 
of making difficult procedures seem simple. 
It can happen during a so-called simple 
operation as well as during a complicated 
one. It can take place with the patient 
under local or regional anesthesia as well 
as under general anesthesia. It would 
seem to occur in patients without known 
cardiac disease more frequently than in 
those whose hearts are known to be af- 
fected. 

When this occurs in a person with a 
good heart and a good pair of lungs, it 
can be likened to turning off the ignition 
key in an expensive automobile. Theoreti- 
cally the car is as good as ever, but unless 
its motor can function it is as worthless 
as a pile of iron. In a case of cardiac 
arrest, to carry the analogy further, the 
surgeon turns on the ignition by supplying 
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oxygen and cranks up the motor by. manu- 
al massage of the heart. 

The first cases of cardiac arrest or ca- 
tastrophe under anesthesia occurred in 
1848, soon after the stupefying and pain- 
relieving gas, chloroform, came into gen- 
eral use as an anesthetic. It soon became 
apparent to the pioneers in anesthesia that 
great care must be exercised in the ad- 
ministration of this useful agent if its 
potential benefits were to be accomplished. 
It is well known that chloroform anes- 
thesia was administered to Queen Victoria 
during its early development, I often re- 
flect: If tragedy had occurred on this his- 
toric occasion, would it have impeded the 
progress of anesthesia for twenty-five 
years? 

Cardiac arrest is not a new entity, al- 
though few surgeons have become aware of 
its existence while they were in medical 
school. A considerable amount of recent 
work in this field has been done in Cleve- 
land. Schiff in 1874 carried out manual 
cardiac massage in experimental animals. 
In 1901 Ingelsbrid carried out the first suc- 
cessful cardiac resuscitation. Crile in 1904, 
at the St. Alexis Hospital in Cleveland, 
Ohio, reported success in the case of a 12- 
year-old girl after the perfusion of the 
brachial artery with epinephrine. In 1926 
T. S. Jackson succeeded in bringing “back 
to life” by cardiac massage, at the Mount 
Sinai Hospital, Cleveland, Ohio, a promi- 
nent manufacturer who was the father 
of 11 children. This man lived a normal 
life for eighteen years thereafter. 

Reliable figures on the incidence of this 
catastrophe are not available, as too often 
in the past the unfortunate circumstances 
were forgotten as soon as possible and the 
records were not studied or analyzed. An 
estimate now commonly cited is that sud- 
den cardiac standstill will occur, on the 
average, five times a year in a 700-bed 
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active hospital. Are the physicians and 
laymen of today being led to believe that 
this tragedy is becoming commonplace by 
the number of references to it in the daily 
newspapers and the weekly magazines?! 
If so, does this represent progress in 
modern surgery and anesthesia? This is 
something for us all to contemplate. 
Nevertheless, it is my considered opinion 
that this dramatic catastrophe is occur- 
ring relatively more frequently than in the 
past. 

In taking into consideration the etio- 
logic factors in this disaster, it funda- 
mentally resolves itself into lack of oxygen 
in the vital tissues or inadequate elimi- 
nation of carbon dioxide. This statement 
is not revealing or specific enough, how- 
ever it is well to remember. In some in- 
stances the specific factor can be pin 
pointed, however in others it can be 
likened to a chain of circumstances and 
somewhere along this chain a link is 
broken, which precipitates this disaster. 
Briefly,! some of the predisposing factors 
are: Decreased vital capacity, tracheal 
obstruction, poor oxygenation, anemia, 
anxiety, insufficient atropine, shock, poor 
cardiac filling, torsion of the heart, exces- 
sive accumulation of carbon dioxide in 
spite of good oxygenation, excessive num- 
bers and quantities of anesthetic drugs, 
and apathy. 

More than a hundred years elapsed be- 
tween the time the first case was observed 
and the first time a concerted effort was 
made by the medical profession to avert or 
correct the disaster. Obviously, the best 
treatment for this condition is its preven- 
tion. Every effort that is humanly possible 
should be spent to guard against its occur- 
rance. The return of emphasis on the pre- 
vention of cardiac arrest is like a breath 
of fresh air. Overemphasis on cardiac re- 
susciation, if prophylaxis is neglected, is 
like locking the barn after the horse 
has been stolen. There is still much work 
to be done in this field. However, if a 
surgeon is confronted with this extra- 
ordinary situation and hopes to be success- 
ful, he must have a definite plan of at- 
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tack stamped indelibly into his brain, as 
he does not have time to improvise during 
those precious moments when life hangs 
in the balance. This time limitation of 
three to five minutes must be overcome if 
complete recovery is to be obtained. 

In 1950 Doctor Claude S. Beck, Dr. 
James Rand III and I, under the spon- 
sorship of the Cleveland Heart Society,* 
initiated the first course ever to be given 
in practical training for the emergency 
treatment of cardiac arrest arising in the 
operating room. This course is open to 
surgeons and anesthetists, and up to the 
time of writing there have been approxi- 
mately 400 enthusiastic participants. At 
present I know of 20 lives saved by persons 
interested in this course, and no doubt 
there are others which have not been re- 
ported. This postgraduate course in cardi- 
ac resuscitation is given once a month 
and occupies two days. Instruction in the 
principles of cardiac resuscitation is a 
combination of lectures and laboratory 
drills. Emphasis is placed upon the simple 
fact that a definite plan of attack is neces- 
sary if the surgeon is to succeed when 
confronted with cardiac arrest. The course 
stresses the things to do and the things 
not to do. One is just as important as 
the other. It focuses attention upon the 
oxygen system and not on the heartbeat. 
It is generally felt that the main con- 
tribution is the separation of the resusci- 
tation procedure into two distinct steps: 
(1) reestablishment of the oxygen system, 
and (2) restoration of the heartbeat. The 
recognition that there are two distinct 
steps is important and has been frequently 
overlooked. The reestablishment of the 
oxygen system .s the emergency act. 

The surgeon may be confronted with 
either of two conditions of cardiac arrest 
in the operating room, namely cardiac 
standstill or ventricular fibrillation. The 
incidence of the first condition is more 
than 50 per cent, and this condition 
is the easier to treat. The first step is 
for an alert anesthetist to place a tube 


*Applications are handled by the Cleveland Area Heart 
Society at 417 Public Square Building, Cleveland, Ohio. 
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into the trachea and deliver oxygen to the 
lungs under positive pressure. The sur- 
geon then quickly and boldly opens the 
left side of the chest, places his hand on 
the heart and pericardium and institutes 
effective cardiac massage. The crisis is 
now over. Oxygenated blood is now being 
delivered manually to the brain by the 
hemodynamic pump. If the heart at this 
stage is not beating rhythmically, the next 
step is to open the pericardium widely 
and immediately resume massage. One 
soon learns that persistence “pays off.” 
M. N. Foote? reported successful resusci- 
tation of a man in 1950 who returned to 
the practice of law after eight hours of 
manual cardiac massage. 

The problem of overcoming ventr'cular 
fibrillation (which is truly a convulsion 
and a purposeless movement of cardiac 
muscle) is more serious and usually more 
difficult. The brain must be kept alive by 
manual massage until an electrical coun- 
tershock is delivered to the myocardium, 
which will bring it back to a normal and 
coordinated beat. Once this has occurred, 
the remaining procedure is similar to that 
employed for standstill. In the difficult 
case, 4 or 5 cc. of 1 per cent procaine 
hydrochloride injected into the chambers 
is a highly valuable aid. It may be neces- 
sary to repeat the electrical shock several 
times before the heart returns to a normal 
beat. The secret of success in these in- 
stances is to have the body and the heart 
muscle in a good state of oxygenation. This 
is carried out by good excursion of the 
lungs and by adequate cardiac massage. 
Attention must be directed to obtaining 
good emptying of the right ventricle as 
well as the left, in order to sustain effec- 
tive circulation. 

Other workers on this subject logically 
suggest that the descending thoracic aorta 
be clamped off in order that the blood 
ejected from the heart by manual massage 
may be directed to the brain and coronary 
arteries. In the prolonged procedure, at 
present I am not sure, that this is the prop- 
er step, as I consider the adrenal glands 
second only to the brain in vulnerability to 
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lack of oxygen. If this is true, perhaps it 
may account for the cases in which the 
chest is opened relatively late and the heart 
beat restored, but the patient gradually 
goes into shock and dies four to six hours 
later. Adrenal cortex products should be 
used under these circumstances. — 

When resuscitation is successful, one 
should not be in a hurry to close the chest. 
The heartbeat should be observed for some 
time before this is done. The patient 
should be kept on the surgical floor until 
his condition is entirely satisfactory. 
Fluids and transfusions may judiciously 
be given. 

Beck was the first surgeon to achieve 
successful resuscitation of a patient with 
ventricular fibrillation proved by electro- 
cardiographic study. This took place in 
1947, and the patient, a young man, is 
living and well at this date. It is almost 
impossible to bring the human heart out 
of ventricular fibrillation on the operat- 
ing table without the aid of a special de- 
fibrillating machine. It is impractical to 
rely on drugs in this instance, although 
one authenticated success has been re- 
ported. This first successful case was the 
culmination of years of laboratory experi- 
mentation with ventricular fibrillation by 
Dr. Beck and his associates. In 1899, 
Prevost and Battelli were the first suc- 
cessfully to apply electrical currents to the 
heart of the cat for elimination of ven- 
tricular fibrillation. Today it is accepted 
that this is relatively easy in the cat’s 
heart. Some thirty years later, Hooker, 
Kouwenhaoven, Langworthy and Wiggers 
reported similar achievements from their 
laboratories in experiments with the dog’s 
heart. 

A special and foolproof defibrillating 
machine was presented at the American 
Medical Associations convention in 1949 
by Beck and Rand.* This was developed 
after experiments had been made with 
various voltages and types of electrical 
currents. Attempts were made to devise 
an automatic massaging mechanism to be 
incorporated in this machine, but it was 
not found practical. Instead, suction cup 
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electrodes were developed. These suction 
cups may be applied to the heart and used 
for manual massage as well as for the 
application of electrical current. The suc- 
tion created helps to fill the heart with 
returning blood. Definitely better contact 
and results are obtained with large elec- 
trodes. 

Some discussion of drugs that may have 
particular value in this emergency must 
not be omitted. If the chest is opened soon 
after the catastrophe and if the proper 
steps are taken, drugs are not needed for 
either standstill or ventricular fibrillation, 
as a general rule. However, in the difficult 
case it is well to know that there is a 
definite place for procaine and epineph- 
rine. The surgeon should not clutter up 
his mind or his operating table with other 
drugs at this time. Francois Franck, in 
1893, performed the first experiment in 
which cocaine was applied to the surface 
of the heart. Recently, Kay* of the Johns 
Hopkins Hospital has corroborated the ob- 
servation of others that 10 per cent calci- 
um chloride solution is a satisfactory cardi- 
ac stimulant, and that dilute solutions of 
epinephrine were unequivocally the best. 

Current developments in this field are 
worthy of note. The notable case of the 
successful resuscitation of a student nurse 
in Chicago is a singular example of good 
judgment. While the surgeon massaged 
the fibrillating heart, thus keeping up an 
effective circulation to the vital organs, 
the Beck-Rand defibrillating machine was 
brought across the town from another 
hospital and applied successfully. On Feb- 
ruary 18, 1952, the first malpractice suit 
in this field was taken to court and trial 
by jury in Cleveland, Ohio. After two days 
of unprecedented charges by the plaintiff’s 
attorneys, Judge Adrian Newcomb took 
the case out of the jury’s hands and di- 
rected a judgment FOR the defendants. 

To reiterate, prevention is the best 
treatment; nevertheless, surgeons must be 
prepared for such a cataclysmic disaster 
by precise knowledge of what to do and 
what instruments to have in readiness. 
Just because there is a fire department one 
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does not expect it to be in use twenty-four 
hours a day, but it must be instantly ready 
for all emergencies. An emergency pack- 
age of sterile instruments and a defibril- 
lating machine should be kept in the oper- 
ating suite and not “stored away or 
collecting cobwebs.” The anesthetist should 
have intratracheal tubes and oxygen in 
readiness at all times. When resuscitation 
is long and tedious, a mechanical respira- 
tor is a valuable adjunct. “Fire drills,” 
or rehearsals, should be practiced by the 
house staffs of hospitals. Some member of 
the team should be delegated to watch the 
clock and call out the minutes. Planning 
for such a catastrophe usually proves to 
be the best method of preventing its oc- 
currence. 


SUMMARY 


The author describes cardiac arrest and 
the emergency measures applicable to its 
treatment, emphasizing the need of con- 
stant alertness and adequate equipment. 
Planning for this catastrophe is the best 


possible way of preventing its resulting 
in death. 


RIASSUNTO 


L’autore descrive l’arresto cardiaco e i 
provvedimenti d’urgenza che devono es- 
sere presi, mettendo in luce la necessita di 
una continua vigile attesa e di un equipag- 
giamento adatto. L’esser preparati a questo 
incidente é il mezzo migliore per impedire 
che esso abbia conseguenze mortali. 


SUMARIO 


O autér descreve a parada subita do 
coracaéo e detalha as medidas de emer- 
géncia para seu tratamento, chamando a 
atenc4o para a necessidade de um perma- 
nente estado de alerta de parte dos cirurgi- 
des, que devem estar sempre munidos do 
instrumental necessario a tal intervencao. 

Estando tudo previsto, essa “catastrofe”’ 
tera nésse combate planejado o melhor 
meio de se evitar a morte dela resultante. 
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ZUSAMMENFASSUNG 


Der Verfasser beschreibt den Herzstill- 
stand und die zu seiner Behandlung not- 
wendigen Massnahmen. Er betont die Not- 
wendigkeit stindiger Bereitschaft und 
einer ausreichenden Apparatur. Das beste 
Mittel, einen tédlichen Ausgang zu ver- 
meiden, liegt darin, auf die Katastrophe 
vorbereitet zu sein. 


RESUME 


L’auteur décrit l’arrét cardiaque et don- 
ne les conseils thérapeutiques a suivre 
dans le cas. II insiste sur le fait d’étre 
vigilant et surtout d’avoir a sa dispositions 
constamment, |’équipement nécessaire afin 
de prévenir une catastrophe essentielle. 
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RESUMEN 


E] autor describe el paro cardiaco y las 
medidas de emergencia aplicables al trata- 
miento, haciendo notar la necesidad de 
una atencién constante y un equipo adecu- 
ado. La preparacion para esta catastrofe 
es el mejor método para prevenir la muerte 
resultante. 
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A New Brain Retractor 


A Mechanical Aid to the Removal of 
Deep-Lying Intracranial Lesions 


RALPH B. CLOWARD, M.D., F.A.C.S., F.I.C.S. 
HONOLULU, HAWAII 


junct to any successful operation is 

adequate exposure of the lesion to 
facilitate its complete removal. In ab- 
dominal and thoracic procedures this is 
not a problem. Since wounds heal from 
side to side and not from end to end, the 
length of the abdominal or thoracic in- 
cision need not be limited. In neurosurgi- 
cal procedures, however, the surgeon fre- 
quently finds himself severely handicapped 
in obtaining adequate exposure if the 
lesions lie deep in the central nervous 
system. In the brain, a space-taking le- 
sion such as a tumor, an aneurysm or an 
abscess may be so situated that the pos- 
sibility of damage to vital areas that may 
occur in its removal may cause the sur- 
geon to hesitate to consider the lesion in- 
operable and hesitate to attack it. It may 
be necessary to sacrifice a quantity of 
normal tissue in order to remove a lesion 
that is endangering the patient’s life; or 
brain tissue adjacent to the lesion may be 
so damaged by the operation that it is 
rendered nonfunctional, leaving the pa- 
tient with a greater handicap than he 
would have had otherwise. 

Since the advent of cerebral arteriogra- 
phy, surgical attack upon lesions of the 
cerebral vascular tree have become in- 
creasingly frequent. These vascular le- 
sions, aneurysms, angiomas, arterioven- 
ous fistulas, etc., often lie deep on the floor 
of the skull, so that the operator must 
work in the bottom of a deep, narrow hole. 
Many patients have died on the operating 
table from exsanguination when hemor- 
rhage from the lesion could not be con- 


Pinner toa the most important ad- 


*This instrument is manufactured by Codman and Shurt- 
leff, Boston, Mass. 
Submitted for publication Oct. 27, 1952. 


trolled because of inadequate exposure. 

The great strides made by neurosurgery 
as a specialty in the past twenty-five 
years have been attributed to electrical, 
mechanical and chemical aids which have 
reduced the hazard of surgical approach 
to lesions of the central nervous system. 
The silver clip, the electric cautery, the 
use of gelfoam and thrombin as hemo- 
static aids, the electrically driven cranial 
trephine and other special instruments 
and adjuvants are part of every neuro- 
surgeon’s armamentarium. The majority 
of surgeon’s, however, still depend upon 
manual retraction by one or two assist- 
ants to keep open a small deep hole in 
the brain to remove an inaccessible lesion. 
Or the surgeon must use one hand to hold 
the retractor, leaving only one hand to 
attack the lesion. Every neurosurgeon has 
found himself fighting an uncontrollable 
hemorrhage at the bottom of a deep hole 
where the use of one or more retractors, 
the suction tip, tissue forceps and/or the 
cautery or a silver clip holder were all 
required in the wound simultaneously, 
and has fervently wished he had three 
hands! 

I have solved my own problems of re- 
traction and exposure of deep-lying lesions 
in the brain by the development of a self- 
retaining brain retractor which is me- 
chanically efficient and easy to use. Self- 
retaining brain retractors have been de- 
vised by others! from time to time, but 
most of them are awkward and difficult 
to use and have not been accepted by all 
neurosurgeons. 

In the development of an original opera- 
tion for fusion of the vertebral bodies 
after removal of a ruptured lumbar 
disc, I devised a self-retaining spinal dura 
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retractor to hold back the dural sac and 
the nerve roots of the cauda equina.? The 
mechanical efficiency of this instrument 
was so impressive my associates and I ap- 
plied it, with slight modifications, in surgi- 
cal treatment of the brain. The self-re- 
taining brain retractor has been used for 
about one year. I have found use for it 


' 


Pe 
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Res PEC . . an 
Fig. 1.—Self-retaining brain retractor, with (a) cranial clamp, (b) swivel screw clamp, and (c) 
retractor blades of various length and widths, constructed of thin malleable stainless steel. 
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in almost every craniotomy I have per- 
formed and frequently catch myself re- 
peating the statement, “How did I ever 
get along without it?” 

The instrument consists of three units: 
a cranial clamp, a swivel clamp and the 
retractor blades. The cranial clamp (Fig. 
1) is secured to the skull on the side of 
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the cranial opening opposite the cerebral 
lesion (Fig. 2). A short stationary lower 
“foot” is slipped between the dura and the 
skull, and a longer, movable upper “foot’’ 
is screwed down with an “easy-to-turn” 
iniversal handle until it has a solid, im- 
novable grip on the edge of the bone. On 
ne corner of the upper plate is a vertical 
ost 3.5 cm. long. The swivel clamp is 
made with two holes and a large knurled 
ut. The vertical post of the cranial clamp 
's placed through the small hole and the 
nandle of the retractor blade through the 
large one, and both are tightly secured by 
turning the single large nut. 

The retracter blades are made in vari- 
ous widths and lengths, of thin malleable 
stainless steel so that they can be easily 
bent to fit the particular size and shape 
of the opening to be retracted. The re- 
tracting blade can be readily moved in any 
direction in the wound, up or down, front 
to back or side to side, merely by giving 
the large nut a half turn to loosen the 
grip of the screw clamp on the retractor 
handle. My associates and I have used two 
and even three of these retractors simul- 
taneously, obtaining excellent visualiza- 
tion of a lesion in a deep narrow hole, and 
keeping both hands free to remove the 
lesion. 

Some difficult neurosurgical lesions suc- 
cessfully removed by myself recently 
should be briefly described to show the 
type of case in which the instrument can 
be effectively used. The ease with which 
these lesions were removed and the un- 
eventful and rapid recovery of the patient, 
with minimal neurologic residual signs, 
can be attributed directly to the use of 
this instrument! 


REPORT OF CASES 


CASE 1.—A 40-year-old engineer was ad- 
mitted to the hospital for treatment of injuries 
sustained when he inadvertently ran his car 
into a telephone pole. It was decided that he 
must have lost consciousness momentarily. 
Routine roentgenograms of the skull disclosed 
a large calcified neoplasm arising from the 
left sphenoid ridge (Fig. 3). The surgical 
removal of a tumor of this size and in this area, 
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skull. 


imbedded deep in the under surface of the 
left frontal lobe in a right-handed person pre- 
sents a problem that justifies serious delib- 
eration and concern. Many surgeons would 
probably sacrifice a portion of the frontal lobe 
to obtain adequate exposure of the tumor for 
its removal, and take a chance on leaving the 
patient aphasic. 

The patient was placed on his back on a 
mattress used for continuous spinal anesthe- 
sia, a lumbar puncture needle having been 
inserted into the spinal canal. A short length 
of sterile, small caliber rubber tubing was 
attached to the spinal needle on one end and 
to a three-way stopcock on the other. When 
the frontal lobe was exposed, the frontal horn 
of the left lateral ventricle was tapped with 
the brain needle, which was then replaced by 
a No. 12 rubber catheter, the end being pushed 
into the ventricle until it reached the occipital 
horn (the most dependent part of the ven- 
tricle). Fifteen cc. of ventricular fluid and 40 
ce. of spinal fluid was aspirated. The fluid 
being saved in the syringe to be replaced at 
the end of the operation. The frontal lobe 
collapsed, shrank and fell away by gravity 
from the orbital plate after removal of the 
fluid. The self-retaining retractor was then 
secured to the skull; the blade was slipped be- 
neath the frontal lobe and retracted backward. 
The complete exposure of the lesion by this 
method, with room to spare, was amazing 
(Fig. 4). 

The frontal lobe was held stationary far 
back out of the way, and the operating sur- 
geon, with both hands free, was able to remove 
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Fig. 3 (Case 1).—Roentgenograms of large calcified meningioma of the sphenoid ridge. 
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curred on left side in a right-handed patient. 


Fig. 4 (Case 1).—Exposure of tumor by brain 
retractor after i of spinal and ventricular 
uid. 
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the lesion easily and rapidly. When the re- 
tractor was removed, no marks of contusion 
or local subarachnoid bleeding on the cortex 
of the frontal lobe were present. The brain 
filled out when the spinal and ventricular fluid 
was replaced, obliterating the large space ex- 
posed by the retractor. The patient’s recovery 
was smooth and uneventful. He was able to 
leave the hospital, symptom-free, ten days 
after the operation and returned to his work 
four days later! — 

CASE 2.—A 15-year-old schoolboy had com- 
plained of double vision for a week. Neuro- 
logic examination showed complete paralysis 
of conjugate movements of the eyes upward. 
There was also papilledema (4 diopters). 
Roentgenograms of the skull disclosed a col- 
lection of calcium (1.5 cm.) about the pineal 
body. The presence of a pineal tumor was 
verified by ventriculographic study (Fig. 5A). 
The hazards of removing a pineal or other 
tumor located in the posterior part of the third 
ventricle was appreciated by all neurosur- 
geons.? The mortality rate is very high, owing 
to the inaccessibility of the lesion and the 
danger of injury to the veins of Galen. 

A small right parietal bone flap extending 
1.5 em. across the midline was elevated. Two 
small veins entering the superior longitudinal 
sinus were clipped and cut, and the sagittal 
fissure was entered. After a vertical incision 
had been made in the falx, two self-retaining 
brain retractors were inserted one. on either 
side of the opening, and a wide exposure was 
obtained (Fig. 5B). A 4 cm. incision in the 
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corpus callosum disclosed the tumor immedi- 
ately beneath. The retractor blades were then 
inserted deeper to include the veins of Galen 
and the cut edges of the corpus callosum. The 
excellent exposure of the tumor obtained with 
two stationary retractors made its removal an 
easy matter. The soft core of the pinealoma 
was removed with suction and curettage and 
the thin loose capsule teased from its attach- 
ments with almost no bleeding. This patient 
also made a spectacular recovery from the 
operation and was discharged on the eleventh 
postoperative day. Dr. Francis C. Grant of 


Philadelphia, who witnessed the operation, was 
considerably impressed by the efficiency of the 
brain retractor. 

CASE 3.—A 46-year-old woman, a hospital 
attendant, had behaved queerly for about one 
month, complaining of headaches and dizzy 


Fig. 5A (Case 2).—Ventriculogram ... 
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spells. During the latter she would frequently 
become unconscious and remain so for half 
an hour. Neurological examination showed 
mental confusion and papilledema (3 diop- 
ters). Roentgenograms of the skull revealed 
no abnormality, but a ventriculogram disclosed 
hydrocephalus, due to obstruction of both fora- 
mens of Munro by a large intraventricular 
tumor (Fig. 6). At operation, a button of 
cortex the size of a 50-cent piece Was removed 
from the right frontal lobe. The transcortical 
opening into the dilated ventricle was retracted 
with two self-retaining brain retractors with 
narrow blades (Fig. 7). The tumor, an astro- 
cytoma the size of an egg, was attached to 
the floor of the lateral ventricle near the mid- 
line by a pedicle 1.5 cm. in diameter. This was 
cauterized and cut, and the tumor was lifted 
out of the ventricle—the quickest removal of 


showing large, partially calcified pinealoma. 
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a tumor I have ever done! Not only did the 
retractors hold the aperture open, but by bend- 
ing the tip of the blade, I was able to prevent 
the thinned cortex from collapsing after evac- 
uation of fluid from the dilated ventricle. The 
patient had no postoperative complications, 
but her convalescence was somewhat prolonged. 
For the first two weeks the patient behaved 
like one who had undergone bilateral frontal 
lobectomy; then began gradual progressive 
improvement. 

I have also used this instrument to great 
advantage in removing an enormous 
chromphobe_ pituitary adenoma with 
symptoms of over twelve years’ duration; 
in the Naffziger operation for unilateral 
exophthalmos; in trigeminal neurectomy, 
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both the middle and the posterior fossa 
approach; in operating for tumor of the 
cerebellopontine angle, which was easily 
removed without amputation of the cere- 
bellum as advocated by Bucy‘ and others, 
and aneurysms about the circle of Willis 
as aforementioned. 


SUMMARY 


1. A self-retaining brain retractor has 
been devised to facilitate the removal of 
deeply situated intracranial lesions which 
are often considered inaccessible and 
therefore inoperable. 


Fig. 5B (Case 2).—Use of two self-retaining brain retractors to give wide exposure of sagittal fis- 
sure for removal of pinealoma. 
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Fig. 6 (Case 3).—Ventriculograms showing obstructive hydrocephalus due to large intraventricular 


2. The instrument is described, and 3 
cases in which difficult surgical lesions 
were encountered are briefly discussed to 
demonstrate the use of the retractor. 

8. The mechanical self-retaining brain 
retractor has many advantages over a 
manual retractor held by an assistant. In 
addition to eliminating the danger of 
damage to the brain by pulling and haul- 
ing with a manual retractor it has other 
advantages, fittingly summarized by Dr. 
Francis C. Grant: “The mechanical re- 
tractor doesn’t move, doesn’t get tired and 
doesn’t talk back.” 


RESUMEN 


1. Se ha disefado un separadaor auto- 
matico de cerebro, para facilitar la extir- 
pacion de lesiones intracraneales situadas 
profundamente y que a menudo son con- 
sideradas como inaccesibles y por ende 
inoperables. 

2. Se describe dicho instrumento y se 
discuten someramente 3 casos, en los se 
encontraron dificultades quirtirgicas, de- 
mostrandose el uso del separador. 

3. El separador automatico para cerebro 
tiene muchas ventajas sobre el separador 
manual sostenido por un ayudante. Ade- 
mas de eliminarse el peligro de lesién 


tumor. 


Fig. 7 (Case 3).—Easy, rapid removal of tumor 
through right frontal transcortical opening into 
ventricle, held wide by two retractors. 


cerebral por la retraccién con un separa- 
dor manual, tiene otras ventajas adecuada- 
mente resumidas por el Dr. Francis C. 
Grant: “E] separador automatico no se 
mueve, no se cansa y no habla.” 
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RIASSUNTO 


1. E’ stato ideato un divaricatore auto- 
statico da cervello che permette di aspor- 
tare affezioni intracraniche situate pro- 
fondamente, e tali da essere altrimenti 
considerate inaccessibili e inoperabili. 

2. Viene descritto l’istrumento e il suo 
impiego in tre casi in cui si incontrarono 
difficili lesioni chirurgiche. 

3. Il divaricatore ha -molti vantaggi in 
confronto ai comuni divaricatori a mano 
tenuti da assistenti. Oltre ad evitare i 
danni cerebrali da trazione e cedimento, 
inevitabile con i divaricatori a mano, ha 
altri vantaggi che sono stati sinteticamente 
riassunti dal dott. Francis C. Grant: “Il 
divaricatore meccanico non si muove, non 
si stanca e non chiacchiera.” 


ZUSAM MENFASSUNG 


1. Zur Erleichterung der Entfernung | 


tiefgelegener Erkrankungen innerhalv des 
Schadels, die haufig als unzuginglich und 
folglich als inoperabel angesehen werden, 
ist ein selbsthaltender Gehirnwundhaken 
geschaffen worden. 

2. Das Instrument wird beschrieben und, 
um seine praktische Anwendung zu de- 
monstrieren, werden drei Falle kurz eroér- 
tert, in denen sich schwierige chirurgische 
Erkrankungen fanden. 

3. Der mechanische, selbsthaltende Hirn- 
haken hat gegeniiber dem vom Assistenten 
gehaltenen Haken viele Vorziige. Abge- 
sehen davon, dass er die Gefahr einer 
Hirnschadigung vermeidet, wie sie durch 
Zerren and Ziehen bei dem manuellen 
Haken vorkommen kann, bietet er noch 
andere Vorziige, die Dr. Francis C. Grant 
folgendermassen treffend zusammenfasst : 
“Der mechanische Retraktor riihrt sich 
nicht, ermiidet nicht, und widerspricht 
nicht.” 
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RESUME 


1. L’auteur décrit un rétracteur auto- 
matique qui aide beaucoup dans les opéra- 
tions entra-craniennes en profondeur, dif- 
ficiles d’accés et souvent jugées inopéra- 
bles. 

2. L’auteur rapporte trois cas particu- 
lier ot cet appareil a servi avec succés. 

3. Le rétracteur automatique a plusieurs 
avantages sur le rétracteur manuel “parce 
qu’il ne bouge pas, ne se fatigue pas et 
surtout ne rouspette pas.” 


SUMARIO 


1. Um afastad6r estatico foi idealizado 
para faciltar a extirpacdo de deficeis tu- 
mores cerebrais localizados em regides 
consideradas inaccessiveis ou mesmo in- 
operaveis. 

2. O instrumento é descrito e, em trés 
casos em que foram encontradas dificul- 
dades cirtrgicas dificeis, fi éle usado com 
absoluto sucesso. 

3. O afastad6ér mecanico estatico para 
cerebro apresenta muitas vantages sobre 
os afastadéres manuais manobrados por 
um assistente. Além de diminuir o perigo 
de lesao cerebral pela mobilisagao dos re- 
trat6res manuais, tem outras que o Dr. 
Francis C. Grant sintetisou sarcastica- 
mente assim: “O retratOr mecanico nao se 
move, nao se cansa e nao fala para traz...” 
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Some Observations on the Treatment of Burns 
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HE astonishing evolution of surigcal 
T technology that has taken place since 

World War I, particularly during the 
last ten years, has completely altered the 
outlook for possibly 95 per cent of all trau- 
matic injuries.' The degree of residual 
earning capacity in the worker after 
trauma is determined by early, careful 
and complete evaluation of all cases by 
competent industrial surgeons. Palmer? 
has remarked that a speedy evaluation of 
the injury insures elimination of uncer- 
tainty on the part of the patient, a more 
rapid recovery and an earlier return to 
work. “It is axiomatic that the earlier an 


injury is competently handled surgically, 


the better is the prognosis as to ultimate 
function. Less axiomatic, but equally true, 
is the rule that the earlier the evaluation 
of both temporary and probable perma- 
nent disability, the better the chance of 
orienting the patient with respect to fu- 
ture capacity.’’? 

These rules apply particularly to burns, 
which remained an unsolved problem at 
the end of World War II and are still a 
problem in civilian life and in industry, 
when the usual treatment is carried out. 

The problem of the extensive full-thick- 
ness third degree burn began to be solved 
about 1925, when the physiologic imbal- 
ance of the patient was recognized and 
treatment was directed to the patient as 
well as to the burn. 

The superficial burn, even when ex- 
tensive, is readily handled. The extensive 
full thickness burn can be successfully 
treated only if the area involved permits 
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of recovery from the immediate shock and 
return of physiologic function. An im- 
portant percentage of these burns can be 
attacked immediately: in some cases all 
the areas involved, in others only the parts 
that include areas of function, such as the 
hands, feet, ankle, axilla and neck, the 
other areas of destroyed tissue being re- 
moved at a later date. By immediate ex- 
cision of the destroyed tissue the systemic 
effect of the burn is limited, healing time 
is shortened, and the functional and result 
is improved. 

In the field of surgery there are a few 
conditions for which current treatment 
closely resembles that of antiquity, and 
the treatment of full thickness burns is 
one of these. Consider the various oint- 
ments and dressings used today while 
waiting for the eschar to separate so that 
definitive treatment can be started. More 
than four centuries before Christ, Hippoc- 
rates’ directed: “Having melted old 
swine’s seam, and mixed with resin and 
bitumen, and having spread it on a piece 
of cloth warm it at the fire, and apply a 
bandage. Afterward the grease of a goat 
and fresh swine’s seam, spodium, oil, and 
frankincense are to be rubbed in.” Paulus 
Aegineta,t writing about 650 A. D., de- 
scribed the methods of various physicians. 
He referred to the method of Hippocrates, 
and stated that Dioscorides, Avicenna and 
Galen agreed in praising Cimolian earth 
as an application to recent burns. Galen 
said that copperas, especially when dis- 
solved in vinegar, forms an excellent ap- 
plication for the ulcers caused by burning. 
When blisters rose, Aetius forbade an 
early opening to be made in them. 

In 1818, The House Surgeon and Physi- 
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cian,> in discussing the care of burns, 
advised: “The new practice is, to bathe 
the part in rectified spirits of wine, or 
camphorated spirit. If the part is abso- 
lutely destroyed, apply an emollient poul- 
tice till it sloughs.” 

By 1829 S. D. Gross,® translating Ele- 
ments of Operative Surgery by A. Taver- 
nier, divided burns into six degrees and 
outlined the treatment for each type. This 
consisted largely of the use of various 
astringent solutions and emollients. He 
cited Baron Larrey as recommending the 
dressing of the part with fine old linen 
spread with saffron ointment or honey, 
and promotion of the separation of the 
eschar by means of styrax ointment. 

Summarizing the experience gained in 
World War I, Tarnowski’ listed various 
types of burns, advocated paraffin dres- 
sings for third degree burns, and went 
on to state that daily dressings are neces- 
sary, that the presence of pus is not a 
contraindication to skin grafting and that 
the sooner this procedure is resorted to, 
the better will be the chance for the grafts 
to live permanently. He further stated 
that all deep burns of the face, neck and 
fingers require grafting. 

In February 1941, Michael Mason made 
a plea that burns be regarded as surgical 
wounds and suggested that results might 
be improved if the same principles used 
in the treatment of other wounds were 
followed. These principles—cleansing, de- 
bridement, hemostatsis, closure and rest— 
are well known and generally accepted. 
Moreover, it was pointed out that it was 
known that they hold only if the wound is 
cared for within six hours, certainly with- 
in a maximum period of twelve hours. 
In Mason’s opinion this simple view of 
burns had been obscured by the wide ex- 
tent of the injury and the poorly under- 
stood cause of the shock associated with 
severe burns. 

In the following year, 1942, Young® pub- 
lished a preliminary report advocating 
immediate grafting for full thickness 
burns. The method included treatment 
not longer than six hours after injury 
and careful evaluation of the physiologic 
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balance. Parenteral plasma was started, 
anesthesia induced, and the burn washed 
with soap and soft gauze and flushed with 
saline solution, no antiseptic being used. 
Obvious third degree burns were then ex- 
cised, and split thickness grafts were cut 
with a dermatome and applied to the de- 
fects caused by excision of the burned tis- 
sue. Both donor site and burn site were 
dressed with petrolatum. 

With the onset of World War II, burns 
increased because of the altered type of 
warfare, and gradually as there arose the 
possibility of Russia’s having the A-Bomb, 
planning became necessary for the treat- 
ment of burns in great numbers. This 
called for simplification of burn treatment. 

Tannic acid had been proved harmful, 
a contribution made by Dr. Roy McClure 
and the pathologist Hartman, both of 
whom had been associated with Davidson 
in his early work with tannic acid. Partial 
thickness burns, which made up the ma- 
jority, were best treated by ignoring the 
wound and giving attention to the patient. 
This was brought out by Cope® and others, 
who advocated a simple dressing with 
pressure applied. 

No improvement in the results of treat- 
ment of the_full thickness burn was 
achieved, however, largely because of gen- 
eral insistence that immediate attack on 
the destroyed tissue could not be carried 
out. The slough was allowed to separate 
out in a time-consuming procedure, infec- 
tion always occurring and having to be 
cleaned up later by wet dressings. 

Chemotherapy helped by controlling in- 
fection, but the chemical could not pene- 
trate the eschar, even when blood levels 
were high, did not prove fully effective. 

Thus the methods employed consisted of 
watching the eschar for a time as it 
cracked and became infected at about the 
fourth day, and finally separated. In the 
meantime the burned area, after an early 
stage of edema during the first few days, 
was showing increased vascularity. Thus, 
if delayed removal of the eschar was at- 
tempted, instead of the one or two easily 
ligated bleeding points encountered in 
early treatment, bleeding of significant 
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A, deep full thickness burn involving the knee joint, leg and ankle joint. The eschar was immediately 
excised and split thickness skin grafts applied. (Postoperative photograph taken eight years after 


injury.) 


proportions occurred. 

Frequently the slough was accompanied 
by profuse discharge, with loss of proteins 
and blood chlorides, systemic absorption 
of the burn products, anemia and loss of 
healing power. 

In 1943 Collumbine, McDonald, and 
Simpson!” had discovered a polypeptide 
of low molecular weight, leukotaxine, ob- 
tained from the drainage of infected tis- 
sue, which, when injected, produced edema 
and biood changes similar to those associ- 
ated with burns. This product was present 
only after forty-eight hours. Although 
plastic surgeons were demonstrating that 
the fresh tissue wound bed was best for 
grafting, the treatment of burns continued 
to wait for a “healthy granulating bed” 
to form, and grafting was carried out on 


B, same leg in extension. 


the twenty-fifth day or later. In the mean- 
time fibrosis was occurring, joints and 
tendons were becoming frozen, and the 
systemic and psychologic changes afore- 
mentioned were becoming unalterably 
fixed. 

Also in 1947, Cope and associates® ad- 
vocated the expeditious care of full thick- 
ness burns by surgical excision and graft- 
ing. After describing the nature of the deep 
burn and the associated bacterial invasion, 
they concluded that countermeasures to 
intercept infection and lead to rapid heal- 
ing must include prompt removal of the 
necrotic tissue. If removal were immediate 
and closure of the wound accomplished by 
grafting, the inevitable contamination of 
the burn wound would be prevented from 
developing into an infective process. Since 








the invasion of bacterial organisms is 
rapid, the only means of eliminating the 
necrotic tissue before infection develops 
is direct surgical excision. 

The elimination of infection is accom- 
panied by improved nutrition and main- 
tenance of physiologic balance, and prompt 
closure of the wound results in minimal 
scarring, disability and disfigurement. The 
early healing shortens hospitalization, 
thus achieving economy of manpower and 
a hopeful outlook for the patient. 

From this brief review of the treat- 
ment of burns it is obvious that the possi- 
bility of immediate elimination of the deep 
burn wound has been recognized. Never- 
theless, the few investigators who be- 
lieve in this possibility have been voices 
crying in the wilderness, as other clini- 
cians continue to state that delay is neces- 
sary and treatment in our hospitals con- 
tinues after the age-old methods. The 
reasons advanced for this reluctance to 
accept the newer concept are that im- 
mediate excision is impossible because of 
(a) the frequency of physiologic imbal- 
ance, (b) the inadequate skin available 
in extensively burned patients and (c) in- 
ability to determine the depth of the de- 
struction. My experience shows, however, 
that (except in very extensive burns) im- 
mediate removal of the burned tissue re- 
sults in maintenance of the physiologic 
balance, and that sufficient skin is usually 
available to cover the hands, feet and 
joints. The larger areas can be covered 
later. As to the depth of the wound, experi- 
ence permits an accurate estimate. Parts 
of the body such as the dorsum of the hand, 
the front of the wrist and the malar region 
of the face are easily destroyed. On the 
other hand, the buttock, the thigh and the 
chin require very deep destruction to pene- 
trate beneath the skin and the deep-seated 
hair follicles. 

Completely destroyed skin is insensitive. 
Circulation is absent, as can be determined 
by a lack of change in color under pres- 
sure. Direct inspection is possible by free 
dissection of the edge of the burned area 
to expose the area of edema caused by the 
heat that produces the burn forcing the 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 








MARCH, 195 


tissue fluids into the layer adjacent to the 
burned tissue. This layer of edematou; 
subcutaneous tissue permits easy sepa 
ration of all destroyed tissue with minima’ 
hemorrhage. When hemorrhage occurs, 
even in large amounts, the loss is easily 
replaced by whole blood, which has proved 
to be the best replacement agent. 

If the burned area is limited in extent, 
the destroyed tissue may be excised radi- 
cally; if it is extensive, only the burned 
areas that are obviously deep should be 
excised and the remaining injured tissue 
excised conservatively. 

Experience teaches that for successful 
grafting all necrotic tissue must be ex- 
cised, and that, no matter how deep the 
burn is, even if it involves bone, the defect 
can be closed by a split thickness graft. 

Microscopic study of burns at various 
stages reveals that an eschar is immedi- 
ately formed, that cracks and fissures oc- 
cur and that an area of edema is present 
beneath the burn. Bacterial invasion 
rapidly sets in, so that by the fourth day 
frank infection is present, chemotherapy 
and the antibiotics being incapable of pre- 
venting infection in the damaged and sur- 
rounding tissue. Increased vascularity de- 
velops, leading to hemorrhage at the time 
of delayed operations. As the time goes 
on a slough develops, with exudate; sys- 
temic absorption is present, with increas- 
ing anemia, loss of protein and blood 
chlorides, and healing power is impaired. 
With the separation of the slough a granu- 
lating bed develops, which is not best for 
grafting. During this period of delay ex- 
tensive changes are occurring in the ad- 
jacent tissues, with loss of function. 

This picture is entirely different when 
immediate excision of all destroyed tissue 
is carried out. Prompt healing takes place; 
the skin covering the defect is of normal 
color; there is minimal contracture and 
very little discomfort, and the psychologic 
attitude is good. 

Surgical care of the full thickness burn 
is best carried out by a team quickly avail- 
able to permit prompt treatment. This 
team should be composed of at least two 
surgeons and assistants, an anesthetist 
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familiar with the importance of the re- 
lation between physiologic balance and the 
extent of surgical intervention permis- 
sible, and a transfusionist with adequate 
whole blood available. 

The burned area is cleaned and irrigated 
as soon as the intravenous anesthetic is 
effective. A transfusion is started. One 
surgeon excises the destroyed tissue, fol- 
lowing the loose edematous layer beneath 
the burn; the few bleeding points encoun- 
tered are ligated. The second surgeon, 
with a dermatome, removes the split thick- 
ness grafts, keeping them moist with sa- 
line solution and avoiding any break in 
technic that would contaminate the donor 
site from the burned area. He then hands 
the grafts to the operating surgeon and 
his assistants, who loosely suture the 
grafts over the surgical defects resulting 
from excision of the burned tissue. Multi- 
ple incisions are made in the grafts to 
permit escape of blood from beneath them; 
the grafts are then covered with paraffin 
net held in contact with an elastic pres- 
sure dressing consisting of fluffed gauze 
pressed upon by an ace type bandage. 
When the burned area involves an extrem- 
ity, immobilization is insured by use of a 
plaster mold. Great care is taken to place 
the part in a position of function. 

The grafts are not dressed for ten days 
unless infection develops, and any traction 
on the grafts is avoided until they are 
firmly attached. 

Attention is now concentrated upon the 
condition of the patient, the burns being 
intentionally neglected to permit every 
effort to eradicate the effects of the burn 
upon the patient. 


SUMMARY 


Mention is made of the contrast between 
modern improvement in the care of many 
traumatic conditions and the lack of prog- 
ress in the treatment of burns. Reference 
is made to the special problems presented 
by full thickness burns and to the simi- 
larity of the conventional methods of care 
to those of the surgeons of antiquity. 

Immediate excision of burns has been 
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advocated by a few surgeons, but the pre- 
ponderance of opinion has rejected these 
recommendations. Treatment of burns 
during the past ten years, however, has 
demonstrated the advantages of prompt 
removal of destroyed tissue and its re- 
placement with skin grafts. 

The nature of deep burns is discussed 
and the technic of operation- described, 
with comment on determination of the 
depth of the burn and the importance of 
the loosely attached layer of tissue beneath 
the burn, which is easily removed after 
the periphery of the burn has been divided. 

Illustrations of burns are presented, 
showing the pathologic area, removal of 
the burn the application of skin grafts to 
the resulting defects. The functional re- 
sults are demonstrated. 


RESUMEN 


Se menciona el contraste existente entre 
el mejoramiento del tratamiento de mu- 
chos padecimientos traumaticos y la falta 
de desarrollo del de las quemaduras. Se 
hace referencia de problemas especiales 
que se presentan en las quemaduras totales 
y de la similitud de los métodos convencio- 
nales del cuidado, en relaci6n con aquellos 
de los cirujanos antiguos. 

Algunos cirujanos aconsejan la resec- 
cién de las quemaduras, pero la opinién 
preponderante ha rechazado esta recomen- 
dacion. Sin embargo, el tratamiento de 
Jas quemaduras en los lutimos anos ha 
demostrado las ventajas de la reseccion 
precoz de tejido destruido y su substituci6n 
con injertos cutaneos. 

Se discute la naturaleza de las quema- 
duras profundas y se describe la técnica 
de la operaciOn, comentando la determi- 
nacion de la profundidad de la quemadura 
y la importancia de la capa tisular debil- 
mente adherida que se encuentra bajo la 
quemadura, la cual es resecada facilmente 
después que la periferia de la quemadura 
ha sido dividida. 

Se presentan ilustraciones de quema- 
duras, mostrando el area patolégica, re- 
seccion de la quemadura y aplicacién de 
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injertos cutaneos a los defectos resultan- 
tes. Se demuestran los resultados funcio- 
nales. 


' "RIASSUNTO 


Viene messa in rilievo la differenza fra 
i progressi che si sono ottenuti nelle tera- 
pie di molte lesioni traumatiche e la man- 
canza di ogni miglioramento nella cura 
della ustioni. Ci si riferisce in particolare 
al problema delle scottature profonde e 
alla analogia dei metodi odierni con quelli 
usati dai chirurghi nel passato. 

E’” stata raccomandata l’escisione im- 
mediata dei tessuti ustionati, ma la mag- 
gior parte delle opinioni é contraria a 
questo metodo. Tuttavia gli ultimi 10 anni 
di esperienza hanno dimostrato i vantaggi 
dell ’asportazione immediata dei tessuti 
distrutti e sostituzione con trapianti di 
cute. 

Viene discussa la natura delle ustioni 
profonde e la tecnica dell ’intervento, con 
riferimento alla determinazione della pro- 
fondita dell ’ustione e all ’importanza 
delgi strati di tessuto sottostanti facil- 
mente asportabili dopo che é stat incisa 
la periferia del focolaio. 

Vengono presentate illustrazioni che 
mostrano zone ustionate, il metodo di 
sportazione dei tessuti distrutti e la rico- 
pertura con trapianti cutanei; vengono 
inoltre presentati i risultati funzionali. 


RESUME 


Les auteurs s’émeuvent du contraste 
entre les moyens usuels excellents du trai- 
tement traumatique et celui des brdlures. 
L’ablation des tissus brailés et leur re- 
mplacement par une greffe est selon ces 
auteurs de toute nécessité. Ils dissertent 
aussi sur |’étendue des brialures soit en 
surface soit en profondeur et donnent 
leurs suggestions de traitement. 


SUMARIO 


Uma referencia é feita sdbre a dispari- 
dade existente entre as modernas técnicas 
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existentes para tratamento de varias 
lesdoes traumaticas, especialmente o prog- 
resso verificado no tratamento das queim- 
dauras. Se reportam es autéres aos prob- 
lemas especiais acarrentados pelas queima- 
duras muito extensas, comparando es 
metodos de tratamento usados pelos antigos 
cirurgides. 

A excisio imediata das queimaduras 
tem sido defendida por muitos cirur gides, 
porem atualmente prepondera a opiniao 
que rejeita tal recomendacao. Otratamento 
das queimaduras nos ultimos dez anos, 
entretanto, veio demonstrar as vantagens 
da pronta remocao dos tecidos destruidos 
e a sua substituicaéo pelos enxertos cutane- 
os. 

A natureza das queimaduras profundas 
é discutida e a tecnica da operac&o é de- 
scrita pelos autores, tecendo ainda comen- 
tarios acérca da extensao da queimadura 
e da importancia da perda de substancia 
em torne dela. 

Sao por fim apresentadas varias decu- 
mentacoes ilustradas de queimaduras di- 
versas, demonstrando a area patologica, a 
remogao da queimadura propriamente e a 
aplicagaéo de enxertos cutaneos para cor- 
recao das lesdes advindas, sendo os re- 
sultados funcidnais esclarecidos. 


ZUSAM MENFASSUNG 


Es wird auf den Gegensatz zwischen den 
Verbesserungen in der Behandlung vieler 
traumatischer Zustande und dem gleich- 
zeitigen Mangel an Fortschritten in der 
Therapie von Verbrennungen hingewie- 
sen. Die besonderen Probleme, die sich 
bei tiefen Verbrennungen ergeben, und 
die Aehnlichkeit der heute iiblichen Be- 
handlungsmethoden mit den von den Chi- 
rurgen des Altertums geiibten werden er- 
wiaihnt. 

Die unverziigliche Ausschneidung von 
Brandwunden wird von einigen Chirurgen 
empfohlen aber von der Mehrzahl abge- 
lehnt. Die Behandlung von Brandwunden 
wahrend der letzten zehn Jahre hat jedoch 
die Vorziige der sofortigen Entfernung 
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des zerstérten Gewebes und seines Er- 
satzes mit Haut-Transplantaten erwiesen. 

Das Wesen der tiefen Brandwunden 
wird erértert und die Operationstechnik 
heschrieben. Dabei wird auf die Bestim- 
mung der Tiefe der Verbrennung und auf 
die Bedeutung der lose unterhalb der 
Brandflache gelegenen Gewebsschicht, die 
sich nach der Durchtrennung der Periphe- 
rie der Brandwunde leicht entfernen lasst, 
eingegangen. 

Die Arbeit enthalt Abbildungen von 
Brandwunden, die die befallene Gegend 
darstellen und die Resektion der Brand- 
wunde sowie die Anlage des Hautlappens 
auf die entstehenden Defekte illustrieren. 
Die funktionellen Ergebnisse werden dar- 
gestellt. 
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Primary Idiopathic Segmental Infarction 


of the Greater Omentum 


STANTON A. RACHLIN, M.D., F.A.C.S., F:1.C.S. 
FAYETTEVILLE, NORTH CAROLINA 


whose function has not been definite- 

ly established. A. H. Johnson,! in his 
article ‘‘The Greater Omentum and Omen- 
tal Thrombosis,” has presented an inter- 
esting historical review of the subject. 
Malpighii, in the seventeenth century, ex- 
pressed the opinion that one of its func- 
tions was to serve as a storehouse for fat. 
Probably this is its main function. It has 
also been called the “abdominal police- 
man” because of its habit of attaching 
itself wherever there is trouble in the ab- 
dominal cavity. Primary pathologic pro- 
cesses of the omentum are very rare. 
Occasionally one does encounter traumatic 
injuries of the omentum, metastatic le- 
sions, infarcts due to volvulus, and second- 
ary inflammatory processes, including 
postoperative trauma. However, primary 
idiopathic segmental infarction of the 
greater omentum appears to be exceed- 
ingly rare. A review of the literature 
brought to light 23 cases.? I have 2 more 
cases to add to the published records. The 
largest series of cases was that of Pines 
and Rabinovitch,* who reported 6 cases. 
In none of the 25 cases reported was the 
correct diagnosis established preoperative- 
ly. It is interesting to note that in 23 of 
these cases the preoperative diagnosis was 
acute appendicitis and in another perfo- 
rated ulcer; in the last case, it was a ques- 
tion of perforation of the appendix or 
perforation of a duodenal ulcer. 

The question arises as to the etiologic 
factors that produce this disease. Pines 
and Rabinovitch* stated that stretching of 
an omental vein may traumatize the epi- 


r | ‘HE omentum is an unusual organ 
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thelium and lead to the formation of a 
thrombus. Tottent has explained the pro- 
cess as follows: “In view of the close 
communication between the blood supply 
of the stomach and omentun, it is evident 
that the strain on thin walled veins is defi- 
nitely increased at the time of vascular 
congestion, incident to a full meal. During 
this period, additional strain from in- 
creased intra-abdominal tension incident 
to straining, coughing, sneezing or lifting 
may be sufficient to cause primary rupture 
of the dependent veins of the omentum, 
with hemorrhagic extravasation and sec- 
ondary thrombosis.” Harris, Diller and 
Marcus® stated that hypersthenic obese 
persons are the ones most likely to suffer 
from this entity, owing to the gravita- 
tional pull of an extremely fatty omentum, 
causing rupture of a vessel. Seley® noted 
polycythemia in the case he reported and 
suggested that there may have been a 
causal relation between the polycythemia 
and the development of omental infarc- 
tion. However, a review of the case re- 
ports in the literature reveal that the dis- 
ease has occurred in thin persons as well 
as in the obese. It has also occurred in 
persons without any relation to meals or 
increased intra-abdominal tension, and 
polycythemia was not present in any of 
the other cases. In 22 of the cases reported 
the patients were male, and in 3 they were 
female. 

Clinically the picture is that of an “acute 
surgical abdomen.” There is a history of 
abdominal discomfort, with or without 
nausea and vomiting. The pain may be 
generalized and later localized in the right 
lower quadrant, but usually it is there 
from the onset. Examination reveals a 
normal or a slightly elevated temperature, 
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with tenderness and muscle guarding in 
the right lower quadrant and sometimes 
rebound tenderness. The white blood cell 
count may be normal, or there may be 
mild leukocytosis with an increase in the 
yercentage of polymorphonuclear neutro- 
nhils. Because of all these factors, one can 
veadily see why a diagnosis of acute ap- 
endicitis is established.‘ 


REPORT OF CASES 


CASE 1.—A white farmer 54 years of age 
vas admitted to the hospital on Feb. 6, 1946. 
Jn February 4, at about 2 a.m., he had been 
.wakened by a severe pain in the right lower 
ibdominal quadrant. The pain persisted, and 
1e consulted a local physician at 1 p.m. He 
was given some oral medication and mineral 
oil and he was told to repeat the dose at 6 p.m. 
The pain became worse, so he visited the doc- 
tor again at 5 p.m. He was again advised to 
take mineral oil as prescribed. At 11 p.m. he 
became nauseated and vomited practically 
throughout the night. At 2 a.m. on February 
5, the bowels started to move, and they had 
been moving every hour since then. The stools 
were loose. Much flatus had also been passed. 


The pain in the right lower quadrant of the 
abdomen persisted, but there was no further 
nausea or vomiting. The patient returned to 
his physician at 9:30 a.m. and was advised 
to go immediately to a hospital for treatment 
of acute appendicitis. 

The past medical history revealed only the 


usual childhood diseases. Physical examina- 
tion showed the patient to be obese and 
acutely ill. The temperature was 98.6 F. The 
pulse beat was 104 per minute and of a bound- 
ing quality. The respiratory rate was 20 per 
minute. The abdomen was obese and slightly 
distended. Tenderness and muscle spasm were 
present in the right lower quadrant. Rebound 
tenderness was present throughout the abdo- 
men and was referred to the right lower quad- 
rant. Rectal examination revealed marked 
tenderness on the right side. 

The leukocyte count was 12,250 per cubic 
millimeter of blood, with 68 per cent poly- 
morphonuclear neutrophils. Urinalysis re- 
vealed a trace of albumin, a few white blood 
cells and occasional red blood cells per high 
power field. The Wassermann reaction was 
negative. 

The preoperative diagnosis was acute ap- 
pendicitis. 


RACHLIN: OMENTAL INFARCTION 


With the region under spinal anesthesia the 
abdomen was explored through a McBurney 
muscle-splitting incision. The appendix was 
atrophic and fibrotic. There was some fluid 
of a sanguinous color in the abdominal cavity, 
of which specimens were taken for culture. 
Further examination revealed an indurated 
oval purple mass in the right side of the 
omentum, measuring 10 by 5 cm. Fluid simi- 
lar to that observed in the abdominal cavity 
exuded from the mass. The appendix and the 
omental mass were removed, and the abdomen 
was closed in layers without drainage. 

The postoperative diagnosis was omental 
infarct. 

The pathologic report was as follows: ‘The 
specimen consisted of a large mass of omental 
tissue with a black hemorrhagic tip and on 
section showed extravasation of dark blood. 
The appendix was atrophic. The lumen was 
almost entirely occluded. Culture of the fluid 
gave negative results for organisms.” 

The patient made an uneventful recovery. 

CASE 2.—A white farmer 23 years of age 
was admitted to the hospital on Nov. 4, 1949. 
On November 2 the patient noticed discomfort 
in the right midportion of the abdomen. The 
pain was dull and aching, did not radiate, and 
persisted throughout the day. It was still pres- 
ent when he retired that night. He ate his 
regular meals and was able to sleep without 
any difficulty. He ate breakfast the following 
morning. The pain was present and was more 
noticeable when he moved about. The dis- 
comfort was less if he remained quiet. He saw 
a local doctor that evening and was given min- 
eral oil. The pain gradually increased. He 
was seen again by the local doctor, who ad- 
vised him to enter the hospital. Since the on- 
set of the present illness he had had no nau- 
sea or vomiting, and his bowels continued to 
move regularly. 

The past history was essentially noncon- 
tributory. 

Physical examination revealed the patient 
to be obese and acutely ill. The temperature 
was 100.4 F., the pulse rate 100 per minute 
and the respiratory rate 24 per minute. The 
abdomen was rounded and obese. There was 
marked tenderness with spasm in the right 
lower quadrant, just superior to McBurney’s 
point. Rebound tenderness was referred to 
this point. Pressure on the left side of the 
abdomen elicited pain in the right lower quad- 
rant. Rectal examination gave negative re- 
sults. 
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The white blood cell count was 138,000 per 
cubic millimeter, with 68 per cent polymorpho- 
nuclear neutrophils. The results of urinalysis 
were essentially negative. Serologic tests re- 
vealed no abnormality. 

The preoperative diagnosis was acute ap- 
pendicitis. 

With the region under spinal anesthesia, the 
abdomen was explored through a McBurney 
muscle-splitting incision. A moderate increase 
of peritoneal fluid was noted. The appendix 
was fibrotic. In the right upper quadrant there 
was a mass of inflamed omentum, 5 cm. in di- 
ameter, purplish and reddened, measuring 5 
cm. in diameter. The appendix and the omental 
mass were removed. The abdomen was closed 
in layers without drainage. 

The postoperative diagnosis was acute epi- 
ploitis. 

The pathologic report stated that the omen- 
tum consisted of a sheet of fatty tissue meas- 
uring 7 by 8.3 cm. The fat was lobular, and 
most of it was yellow. However, some of the 
lobules were firm, discolored and hemorrhagic. 
Small scattered hemorrhagic areas and a small 
number of polymorphonuclear neutrophils were 
scattered within the lobules of fat. The ap- 
pendix showed chronic partial obliterative dis- 
ease. 

The patient made an uneventful recovery. 


COMMENT 


For the past nine years it has been the 
policy of the Surgical Service at this in- 
stitution, when a patient is operated on 
for acute appendicitis and the surgeon is 
not satisfied that the appendix is the 
source of the complaints for which he was 
hospitalized, to perform a thorough ab- 
dominal exploration. During this period, 
2 cases of primary idiopathic segmental 
infarction of the greater omentum were 
encountered. I concur in the opinion of 
Joss and Pratt’ that this pathologic entity 
should be considered whenever surgical 
exploration fails to reveal pathologic 
change in the appendix or other suspected 
organ or structure to account for the clini- 
cal symptoms, and that the omentum 
should be inspected for evidence of a 
lesion or lesions that might explain such 
symptoms. If this is done, it is probable 
that more instances of this entity will be 
discovered. 


MARCH, 1958 


SUMMARY 


Two cases of primary idiopathic seg- 
mental infarction of the greater omentum 
are reported, bringing up to 25 the total 
number of cases in the literature at the 
time of writing. In none of the recorded 
cases was the true diagnosis made pre- 
operatively, owing to the fact that there 
are no specific diagnostic criteria. It is 
recommended that careful examination of 
the omentum be made in any abdominal 
exploration for appendicitis in which the 
appendix is not found to be the source 
of the trouble. 


ZUSAM MENFASSUNG 


Es werden zwei Falle von primarem 
idiopathischen Infarkt eines Segments des 
Omentum majus berichtet. Damit wird die 
Zahl der zur Zeit der Niederschrift in der 
Literatur berichteten Falle auf 25 ge- 
bracht. In keinem der ver6ffentlichten 
Fille wurde die Diagnose vor der Opera- 
tion gestellt, was sich aus dem Fehlen spe- 
zifischer diagnostischer Kriterien erklart. 
Es wird eine sorgfaltige Untersuchung 
des Omentum in allen Fallen von Probela- 
parotomien empfohlen, wo eine Appendizi- 
tis diagnostiziert worden war aber nicht 
als Ursache der Beschwerden bestatigt 
werden konnte. 


SUMARIO 


Dois casos de infarto segmentar idio- 
patico do grande epiplon sao registrados, 
elevando assim para 25 o numero total 
encontrade na literatura até o momento 
em que o autor escreveu o seu trabalho. 
Nenhum dos casos observados foi previa- 
mente diagnosticado, devido ao fato de 
nao existir qualquer criterio especifice 
para o diagnostico. Todavia o autér 
recomenda que uma cuidadosa observacao 
do grande epiplon seja processada, em 
todos os processes abdominais julgados de 
apendicite e que exploracéo abdominal o 
apendice nao pareca real mente a causa do 
disturbio. 





VOL. XIX, NO. 3 


RIASSUNTO 


Vengono riferiti due casi di infarto pri- 
jitivo idiopatico segmentario del grande 
mento; le osservazioni riferite nella let- 
eratura salgono cosi a 25. In nessun caso 
u fatta una vera diagnosi pre-operatoria, 
ata la mancanza di sintomi specifici. Si 
accomanda di eseguire un accurato esame 
all ?omento in ogni caso di laparatomia 
‘Yr appendicite, ogni volta che l’appendice 

dimostri non responsabile dei disturbi. 


RESUMEN 


Se comunican dos casos de infarto seg- 
ientario, primario é idiopatico del gran 
piplén, colectando en la literatura la suma 
otal de 25 casos hasta el momento de 
scribir la comunicaciOn. En ninguno de 
as casos colectados se hizo preoperatoria- 
uente el diagnéstico verdadero, debido al 
1echo de que no hay un criterio diagnéstico 
specifico. Se recomienda el examen cui- 
ladoso del epiplon en cualquier explora- 
‘ion de abdomen superior por apendicitis, 
en las cuales no se encuentra al apendix 
responsable del trastorno. 


RACHLIN: OMENTAL INFARCTION 
RESUME 


L’auteur rapporte deux cas d’infarctus 
segmentaire idiopathique du grand épi- 
ploon faisant un grand total de 25 cas a 
date. Il y va de ses conseils pour l’examen 
minutieux de la cavité abdominale afin de 
ne pas errer dans le diagnostic. 
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Adenoacanthoma of the Stomach 


K. L. McSHANE, M.D., F.A.CS., F.I.C.S. 
CHEYENNE, WYOMING 


000 deaths occur each year from car- 

cinoma of the stomach alone. To date 
27 cases of squamous cell or epidermoid 
carcinoma of the stomach have been re- 
ported. In the cases reported the tumors 
were proved to be primary in the distal 
portion of the stomach or the pylorus, 
where squamous cell metaplasia or hetero- 
plasia need not be considered. Of the tu- 
mors in the 27 cases reported, 17 are clas- 
sified as mixed or adenoacanthomas and 
10 as pure squamous or epidermoid types. 
In the eight-year period from 1943 to 
1952, 7 cases of adenoacanthoma have 
been reported. The rarity of this lesion 
has stimulated me to report an additional 
case of adenoacanthoma of the pylorus. 


|: the United States, approximately 50,- 


REPORT OF CASE 


Mrs. M. G., aged 66, was admitted to Me- 
morial Hospital in Cheyenne on Sept. 22, 1951. 
She stated that eight hours earlier she had 
suddenly become faint and had vomited some 
dark fluid. She also mentioned that she had 
noticed a mass in the upper part of the abdo- 
men after a fall, four weeks prior to admission, 
in which the abdomen was struck. This mass 
was not painful or uncomfortable, and she 
had been enjoying good health without any 
digestive complaints. The family history and 
the past medical history were noncontributory. 

Examination revealed the patient to be well 
nourished. The skin was sallow. A smooth 
movable mass approximately 8 cm. in diameter 
was present in the epigastrium. The mass 
was not tender to palpation. The border of 
the liver was not palpable. The remainder of 
the examination gave negative results. Study 
of the blood revealed 2,840,000 erythrocytes 
per hundred cubic millimeters, with 7.6 Gm. of 
hemoglobin, and 14,600 leukocytes per cubic 
millimeter, with 74 per cent polymorphonu- 
clears, 14 per cent lymphocytes and 12 per cent 
eosinophils. All other laboratory data were 
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within normal limits. Roentgen examination 
after a barium meal demonstrated a fungoid 
filling defect in the distal half of the stomach, 
mostly along the greater curvature but also 
involving the lesser. The duodenal bulb ap- 
peared normal. Double exposure during in- 
spiration and expiration revealed limitation of 
mobility in the region of the defect, suggest- 
ing fixation of the stomach (probably to the 
pancreas). A diagnosis of advanced carcinoma 
of the stomach was made, and the patient was 
prepared for laparotomy. 

Operation was performed on September 26 
and revealed a firm mass, approximately 4 
by 6 cm., involving the middle third of the 
stomach and fixed to the pancreas. No appar- 
ent hepatic or omental metastases were pres- 
ent. As a palliative measure a block resection 
of four-fifths of the stomach, the omentum, 
part of the pancreas and a section of the 
mesocolon was carried out. An anterior Hof- 
meister type of anastamosis with a supple- 
mentary jejunojejunostomy was done. 

Pathologist’s Report.—Gross: “The specimen 
is a large segment of stomach measuring 13 
cm. in length,~with omentum attached. Ap- 
proximately three-fourths of the wall is occu- 
pied by an infiltration with soft white tissue, 
which projects into the cavity in a polypoid 
mass 2.5 cm. in diameter at one point. There 
is no definite obstruction, though the cavity is 
narrowed near one end. 

“Microscopic: Sections of the tumor show 
it to be composed largely of masses of cells 
resembling squamous epithelium. The nuclei 
are generally large and pale-staining, with 
prominent nucleoli. In small areas there is a 
glandlike arrangement of the tumor cells. The 
tumor is invading the pancreatic tissue. There 
are large areas of necrosis and inflammatory 
infiltrate in the tumor. Anatomic diagnosis: 
Adenoacanthoma of the stomach which is in- 
vading the body of the pancreas. The prox- 
imal portion of the resected stomach shows no 
tumor invasion.” 

Convalescence was uneventful except for a 
small pancreatic fistula, which closed sponta- 
neously. 

The patient was readmitted two months 
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later, on November 30, because of recurrent 
pains which were relieved after evacuation. 
She stated that she had been eating well and 
having one or two bowel evacuations daily. 
She had been without discomfort until three 
days before admission. 


The episodes of pain were not accompanied 
by nausea or bloating. The only positive phys- 
ical signs at this time were moderate tender- 
ness in the midportion of the operative scar, 
and moderate anemia. No mass was palpable. 
A roentgen study of the upper part of the 
gastrointestinal tract and a barium enema 
roentgen investigation revealed a persistent 
deformity at the gastroenterostomy stoma, 
with narrowing of the efferent jejunal loop. 
There was also a narrowing and left-upward 
displacement of the midcolon. These observa- 
tions suggested extrinsic involvement, prob- 
ably from recurrence. The patient felt better 
and chose to return home rather than submit 
to a second operative procedure. 


She was again admitted on January 4, 1952, 
approximately three months after the first ad- 
mission and the discovery of the tumor. This 
time the patient complained of postprandial 
distress of three weeks’ duration. She also 
complained of a lump in the region of the 
surgically treated area. Exploration on Janu- 
ary 4 revealed a recurrent growth, fixed and 
inoperable, about 5 cm. in diameter, obstruct- 
ing the efferent jejunal loop and the trans- 
verse portion of the colon. Palliative anasta- 
moses were done. The patient died six weeks 
later (February 18), of inanition. 


At autopsy a huge local recurrent tumor 
was seen, involving the efferent jejunal loop 
and transverse portion of the colon, with direct 
extension to the anterior abdominal wall. 
There were no metastases to the liver, the 
lungs or the skeletal system. Three small 
serosal implants, however, were observed on 
the surface of the upper part of the small 
bowel, and extension to the glands in the im- 
mediate area was noted. 


Squamous Cell Carcinoma of the Stomach 


Mixed or Pure 
Adenoacanthoma Epidermoid 
Reported Cases Pylorus Corpus Pylorus Corpus 


Before 1943° 3 4 5 
Wood‘, 1943 

Strassman’, 1946 .. 1 

Milanes*, 1950 

O’Brien’, 1950 

Bellegie’, 1951 

Diaz’, 1951 


McSHANE: ADENOACANTHOMA OF STOMACH 


Photomicrograph of section of tumor described 
(see text). 


Histogenesis. — The exact histopatho- 
genesis of squamous cell carcinoma occur- 
ring in glandular organs is obscure. Bel- 
legie' cited their frequency in the bronchi, 
the salivary glands, the gallbladder, the 
uterine fundus, the thyroid, the breast and 
the pancreas. Vinson? pointed out that 
regenerative cells, which normally produce 
columnar or secreting epithelium, also pro- 
duce protective epithelium when neces- 
sary, as is shown by the fact that the 
surface cells in a chronically inverted 
uterus have changed from a secreting type 
to a protective or squamous type. Stew- 
art® has experimentally produced adenoa- 
canthoma of the pylorus in the absence of 
squamous cell metaplasia. A detailed con- 
sideration of the histogenesis of adenoa- 
canthoma may be found in Wood’s* excel- 
lent article. Though the process is not 
satisfactorily explained, most authors 
hypothesize that direct neoplastic stimu- 
lation of the undifferentiated basal cell in 
the gastric mucosa is the essential factor. 


SUMMARY 
An additional case of adenoacanthoma 
of the pylorus is reported, with a tabula- 
tion of the cases reported so far in the lit- 
erature up to the time of writing. 


SUMARIO 


Mais um caso de adenocantoma de piloro 
é registrado, fazendo o autor uma atualiza- 


361 
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cao de todos aquéles que foram registrados 
até agora na literatura médica mundial. 


~ RIASSUNTO 


Viene riferito un altro caso di adenoa- 
camtoma del piloro, assieme a una revisi- 
one dei casi trovati nella letteratura fino 
ad ora. 


RESUMEN 


Se comunica un caso mas de adenocarci- 
noma del piloro, con un cuadro de los casos 
comunicados en la literatura hasta la 
fecha. 


ZUSAM MENFASSUNG 


Es wird ein zusatzlicher Fall eines 
Adenocanthom des Pylorus berichtet und 
eine Aufstellung der bisher in der Welt- 
literatur berichteten Falle gegeben. 


MARCH, 1953 
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Rupture of the Infrapatellar Ligament, 


with Plastic Reconstruction 


FRANK RICHARD COLE, M.D.:M.S. (SURG.), F.A.C.S., F.L.C.S. 
FLUSHING, LONG ISLAND 


HE ligamentum patellae extends 
[irom the patella above to the tuber- 

osity of the tibia below. Ruptures of 
the infrapatellar ligament are not com- 
mon. Lacerations of the patellar ligament 
are fairly common and are easily diag- 
nosed. Ruptures present an entirely dif- 
ferent picture; they are due to injury with 
blunt objects and may be accompanied by 
osseous trauma. Avulsions of the liga- 
ment from its point of insertion can readi- 
ly occur. 

The diagnosis of this condition is fairly 
simple if the criteria are kept in mind. 
There is loss of extension of the knee; the 
patella rides high, and there is a palpable 
groove distal to the patella. A good point 
to keep in mind is that differentiation of 
this lesion from bruises and contusions, 
if bothersome, can be resolved with a 
local injection of 1 per cent procaine hy- 
drochloride. If the patient can extend his 
knee, rupture of the ligament can be ruled 
out. Case 1 illustrates the various points 
in diagnosis and operative technic. 


REPORT OF CASES 


CASE 1.—The patient, J. M., was hurt on 
Dec. 5, 1950, when a small boiler fell against 
his right knee. He consulted his family physi- 
cian, who discovered a fracture of the median 
epicondyle and applied a cast to the midthigh 
with the knee in slight flexion. After two 
months the physician removed the cast, and 
the patient was found unable to extend his 
knee. Physiotherapy was applied until March 
of the following year. 

In March the patient was referred for con- 
sultation and treatment. Examination dis- 
closed absence of extension; the patella rode 
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high, and there was a palpable groove distal 
to the patella. A diagnosis of rupture of the 
patellar ligament was made. The patient was 
referred to Horace Harding Hospital and pre- 
pared for surgical intervention. 

At operation a U-shaped incision was made, 
and the flap was dissected high above the 
patella. The infrapatellar ligament was avulsed 
off the tibial tuberosity, but medially the pro- 
longation had a small remnant remaining. 
Therefore, a suture of the remaining patellar 
ligament with silk would not do this patient 
any good. The patella was high, and there 
was a definite groove presenting. With this 
picture in mind, two small perforations were 
made in the patella, 3/16 inch wide and 1.5 cm. 
apart. The two perforations were made with 
an electric drill. Two perforations were made 
in the tuberosity of the tibia at the lower 
angle. The perforations were then joined so 
that a tunnel was secured. If the perforations 
in the tuberosity are shallow the tunnel will 
become unroofed, and the difficulty of the 
operation will be enhanced. A strip of fascia 
lata about 12 inches cm. long and 1 inch (2.5 
cm.) wide was taken from the same leg. This 
was folded on itself so that only the glistening 
surface was presented. The graft was intro- 
duced through the perforations and through 
the tunnel. A purse-string suture of fascia 
was secured. A towel clip was then applied to 
the lower angle of the patella by an assistant, 
and downward traction was made. The fascia 
lata was then sutured tightly together without 
any appreciable slack. Interrupted sutures of 
No. 000 silk were used. The median prolonga- 
tion of the patellar ligament was then laced 
through with the remaining fascia lata and 
sutured with interrupted silk. The leg was 
put in a posterior molded splint to the mid- 
thigh. At the end of three weeks the splint 
was removed, and a brace was applied to the 
knee. The knee was given increasing amounts 
of active extension and flexion, so that at the 
end of three months the patient had 160 de- 
grees of extension. 
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CASE 2.—The patient, T. O’C., was involved 
in an automobile accident on June 18, 1949. 
His left knee was hurt against the dashboard 
of the car. Examination revealed a swollen 
knee with a minimal amount of fluid in the 
joint. The patient was unable to extend the 
knee. The knee was badly bruised and con- 
tused. A posterior molded splint was applied. 
At the end of three weeks the patient was 
examined again. He was still unable to extend 
his knee. The family physician injected 1 per 
cent procaine hydrochloride locally, without 
any result. The patient refused hospitaliza- 
tion and was given four months of physio- 
therapy without any result. On consultation 
the patella was found to ride high. There was 
a definite palpable groove. The patient gave 
his consent to operation after another two 
months. 

At operation, after suitable preparation, a 
rupture of the patellar ligament was observed. 
This was on the medial aspect. Traction on 
the patella could not approximate the ends. 
The same type of operation as in Case 1 was 
then performed. Postoperatively the same 
procedures were followed. Four months later 
the patient had almost full extension and 
flexion. 


SUMMARY 


1. Two cases of ruptured infrapatellar 
ligament are reported. 

2. An operative technic is described. 

8. Points in diagnosis are a history of 
injury, a high-riding patella, lack of ex- 
tension of the leg, and a distal transverse 
groove. 

4. Procaine should be used unhesitat- 
ingly to rule out bruises or contusions. 


RIASSUNTO 


1. Presentazione di 2 casi di rottura del 
legamento infrapatellare. 

2. Descrizione della tecnica operatoria. 

3. Gli elementi della diagnosi sono rapre- 
sentati da una storia di trauma, da una 
rotula situat in alto, dalla impossibilita 
di estendere la gamba e da un solco distale 
trasverso. 

4. Il cloridrato di procaina deve essere 
usato senza esitazione per curare traumi 
e contusioni. 
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ZUSAM MENFASSUNG 


1. Es werden zwei Falle von Zerreissung 
des infrapatellaren Ligaments berichtet. 
2. Eine operative Technik wird beschrie- 
ben. ' 

3. Diagnostische Merkmale sind die Un- 
fall-Anamnese, eine hochsitzende Knie- 
scheibe, Mangel an Streckfahigkeit des 
Beines, und eine quere Eindellung am 
distalen Ende des Kniegelenks. 

4. Um Quetschungen und Blutergiisse 
auszuschliessen, empfiehlt es sich, Prokain 
ohne Zogern anzuwenden. 


RESUME 


L’auteur rapporte deux cas de déchirure 
du ligament infrapatellaire, décrit sa tech- 
nique opératoire personnelle, énumére les 
points saillants du diagnostic et préconise 
l’usage de la Procaine. 


RESUMEN 


1. Se comunican dos casos de ruptura 
del ligamento inferior de la rotula. 

2. Se describe una técnica operatoria. 

3. Puntos diagnosticos son: historia de 
lesién, rotula elevada, incapacidad para 
la extensién de la pierna y surco distal 
transversal. 

4. Debe usarse sin vacilar hidrocloruro 
de procaina para eliminar contusiones. 


SUMARIO 


1. Dois casos de rutura do ligamento 
infra-rotuliano sao registrados. 

2. Uma técnica cirurgica para seu tra- 
tamento é descrita. 

3. O autor salienta sérem pontos princi- 
pais para o diagnostico dessa lesao: o 
histerico do acidente, a falta de extensao 
da perna e 0 aparecimento de um sulco ao 
nivel da extremidade distal. 

4. O hidrocloride de procaina como 
regra geral nos casos de feridas e contu- 
sdes que tais. 
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the adrenal medulla or of other chro- 

maffin tissues are included in the 
lassification of retroperitoneal tumors. 
Jiagnosis of these tumors, however, is usu- 
illy accomplished by an entirely different 
ipproach from that used for diagnosis of 
ther retroperitoneal tumors. This is due 
-o the fact that most pheochromocytomas 
are small—6 cm. in diameter or less—and 
they differ from the other tumors in that 
they usually produce and liberate epineph- 
rine and nor-epinephrine in large quanti- 
ties. About 10 per cent are malignant. 

The usual location of the tumor is the 
adrenal medulla, and for some unknown 
reason it is more frequent on the right 
side than on the left. In 10 to 20 per cent 
of the cases more than one tumor is pres- 
ent. As tumors may also arise from sym- 
pathetic ganglion tissue, occasionally pheo- 
chromocytomas occur elsewhere than in 
the adrenal gland. The most common site 
of origin other than the adrenal medulla 
is the organ of Ziickerkandl, located just 
above the aortic bifurcation. The tumors 
occur in other abdominal sites occasion- 
ally; intrathoracic origin has been ob- 
served but is rare, and 1 intracranial 
pheochromocytoma has been reported. 

In spite of their small size, it is re- 
markable how many of these tumors pro- 
duce some alteration in the pyelogram; 
intravenous pyelographic study, therefore, 
has a definite place in the diagnostic work- 
up of a patient suspected of having pheo- 
chromocytoma. Laminographic investiga- 


[te are of the chromaffin cells of 
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tion and other special roentgen technics 
sometimes reveal a soft tissue mass in the 
region of the adrenal, and they may be 
used where the necessary facilities are 
available. Perirenal air injection has been 
used in diagnosis. However, the Hopkins 
Hospital group, with which we worked in 
Baltimore, have had the unhappy experi- 
ence of encountering one or two severe 
but nonfatal air emboli resulting from 
this procedure. This experience has damp- 
ened our enthusiasm, and we are now con- 
vinced that exploration can be done with- 
out much more risk than is involved in 
perirenal] air injection. 

These tumors may be revealed by aorto- 
graphic study. As that procedure gains 
popularity, it may prove one of the most 
valuable diagnostic aids. Occasionally the 
tumors are palpable, but this is unusual. 
A roentgenogram of the chest usually en- 
ables one to visualize thoracic tumors. 

A great deal has been written about 
pharmacologic tests for pheochromocy- 
toma—and it is true that they are useful. 
Nevertheless, I should like to emphasize 
the necessity of surveying the total clini- 
cal picture before trying to arrive at a 
diagnosis. The pharmacologic tests are 
not entirely without danger,' and false 
negative and false positive results have 
a way of cropping up after a substantial 
series of any of these tests is run. An 
unexplained fever, a basal metabolic rate 
over plus 20, evidence of mild diabetes, 
or a combination of any of the three should 
make one suspect the presence of pheo- 
chromocytoma in any hypertensive pa- 
tient. 

Classically, the disease is manifested by 
characteristic attacks. The attack may 
occur infrequently or several times a day 
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and may last from a few seconds to forty- 
eight hours.? The attack usually comes on 
suddenly, although there may be a slight 
warning. As a.rule there is excruciating 
headache, usually of the “pounding” type. 
There may be fear of impending death, 
and often the attacks are a terrifying ex- 
perience. Almost always there is some 
kind of peripheral vasomotor phenomenon, 
such as “gooseflesh,” profuse perspiration, 
or blanching. There may be flushing of 
the face followed by blanching. These 
striking vasomotor reactions often help 
to inform the observer that he is not deal- 
ing with a simple tension headache or 
with hysteria. Often there is palpitation, 
and there may be anginal pain. If a blood 
pressure reading is taken during the at- 
tack, the pressure will be greatly elevated. 
Attacks occur spontaneously or, in some 
cases, may be precipitated by pressure 
over the tumor, excitement, spinal anes- 
thesia, surgical operation, etc. In 1 of my 
own cases, reported elsewhere,’ the attacks 
seemed to be brought on by excitement. 
It was formerly held? that the disease was 
at first marked by infrequent attacks and 
that as it progressed the attacks become 
closer and closer, until finally, in the late 
stages of the disease, the hypertension be- 
came sustained. Further experience sug- 
gests that this is not always the case. Some 
patients may have sustained hypertension 
from pheochromocytoma without ever 
having any sign of such intermittent at- 
tacks. 

Goldenberg and his associates* have es- 
tablished by means of bioassay of the epi- 
nephrine and norepinephrine contents of 
several tumors and by animal experimen- 
tation, that when significant amounts of 
either epinephrine or norepinephrine are 
present in the circulation for long periods, 
hypertension may be initiated which does 
not require these circulating agents for its 
maintenance. Clinically, it is noted that 
varying periods of time are required after 
operation for the hypertension to subside, 
while the other symptoms of pheochromo- 
cytoma can be counted on to disappear as 
soon as the tumor is removed. It can be 
theorized that the occasional failure of 
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some of the blocking drug tests may be due 
to the fact that epinephrine or norepi- 
nephrine is not being liberated when the 
test is run. These investigators have 
found that infusions of arterenol (norepi- 
nephrine) cause a prompt increase in both 
systolic and diastolic blood pressure due 
to increased peripheral resistance. Cardiac 
output is little affected, and the subjects 
are strikingly free of symptoms. They are 
frequently unaware that any change in 
blood pressure has occurred. The hyper- 
tensive effect of equal amounts of epi- 
nephrine is due primarily to a large in- 
crease in cardiac output. It is usually 
accompanied by tachycardia, palpitation 
and other symptoms. Epinephrine causes 
a considerably greater increase in meta- 
bolic rate than does arterenol, and its 
glycogenolytic action is 4 to 8 times as 
great as that of norepinephrine. Golden- 
berg and his group concluded that, in 
general, when a tumor contains predomi- 
nantly epinephrine or large amounts of 
arterenol (norepinephrine) the clinical 
picture is characterized by hypertension, 
tachycardia, hyperhidrosis, hypermetabo- 
lism and hyperglycemia, When the tumor 
is small and contains practically all nor- 
epinephrine, the syndrome of essential 
hypertension may be closely mimicked. 

Simple Diagnostic Symptoms, Physical 
Signs, and Tests Involving No Danger to 
the Patient.—1. Hypertension: There may 
be sustained or intermittent hypertension. 
There is great difference of opinion as to 
which type is commoner. 


2. Excessive sweating: This is uncom- 
mon in association with other types of 
hypertension. It occurs both in patients 
with paroxysmal attacks and those with- 
out such attacks.® 


3. Peripheral vasomotor phenomena: 
Sporadic evidence of vasoconstriction, 
such as coldness of the hands and feet, 
blanching of the fingers and mottled blu- 
ish-red discoloration of the hands and feet, 
are frequently observed. There may be 
numbness and tingling of the hands and 
feet. These signs are uncommon in other 
hypertensive patients. 
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4. Elevated body temperature: Unex- 
plained low grade fever is present in 70 
per cent of cases of pheochromocytoma.* 


5. Normal cold-pressor response: A rise 
in blood pressure less than 20 systolic and 
15 diastolic after plunging the hand into 
ice water for one minute is considered 
normal. About 90 per cent of hypertensive 
patients respond abnormally, while only 
20 per cent of pheochromocytoma patients 
‘espond abnormally.® 


6. Fasting blood sugar level of 120 mg. 
per hundred cubic centimeters, or more: 
Over one-half of pheochromocytoma pa- 
tients will have such elevations of the 
blood sugar level.® 


7. Basal metabolic rates of plus 20 per 
cent or more: Over one-half will have 
elevations of plus 20 per cent or more in 
the basal metabolic rate. 


8. Postural hypotension and postural 
tachycardia: A rise in pulse rate of more 
than 20 beats per minute on changing 
from the lying to the standing position 
or a lower blood pressure standing than 
lying is very unusual in hypertensive pa- 
tients but common in the presence of pheo- 
chromocytoma. 


9. Glycosuria: Glycosuria is present in 
about 50 per cent of the cases. 


Special Tests.—Dr. Grace Roth*, who 
devised the histamine test, has stressed 
the fact that it is of the utmost importance 
to success in the use of pharmacologic 
tests that no sedation be given for at least 
twelve hours before the test. It is also 
important that the patient receive no thio- 
cyanate for four to six days before the 
test. Failure to attend to these details 
will frequently lead to unreliable results. 
Bartels and Cattell? reported that in their 
experience the histamine, Mecholyl and 
Etamon tests are unreliable with the pa- 
tient under sodium pentothal anesthesia. 


Precipitation of Attacks: 1. Histamine 
test. The patient should be in a basal state 
without sedation. Histamine base (0.025 
or 0.050 mg. in 0.5 ml. of saline solution) 
should be injected rapidly by vein. The 
blood pressure must be ‘determined im- 
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mediately and at frequent intervals for 
fifteen minutes. Sometimes there is a 
sudden sharp rise in blood pressure, which 
is sustained for only a few moments, and 
delay in taking the blood pressure determi- 
nation may cause one to miss a positive 
histamine reaction. A positive histamine 
response in the presence of a pheochromo- 
cytoma is an elevation in blood pressure 
greater than that obtained by the cold- 
pressor test. Patients with pheochromo- 
cytoma can be expected to have a typical 
attack, with sweating, vasomotor distur- 
bances and often dilation of the pupils. 
A few neurotic patients will have head- 
ache and a rise of pressure, both systolic 
and diastolic, higher than that accom- 
panying the cold-pressor tests, but they 
usually fai! to show these other symptoms.’ 
Also the rise in blood pressure is usually 
slower and more prolonged in the group 
of neurotic patients. Moreover, Dr. Roth® 
has emphasized that 0.5 mg. of histamine 
base will cause a sharp rise in blood pres- 
sure and severe symptoms even in normal 
persons. She stated that usually 0.025 mg. 
is enough for any clinical test and as little 
as 0.01 mg. will induce a spontaneous at- 
tack in a patient with pheochromocytoma. 


2. Mecholyl test. This test is performed 
in the same manner as the histamine test 
except 10 to 25 mg. of Mecholyl are given 
subcutaneously. A syringe with atropine 
should be at hand because rather severe 
reactions may occur. 


3. EHtamon test (tetraethylammonium 
bromide or chloride). An amount varying 
from 100 to 300 mg. of the drug is given 
intravenously in 3 ml. of solution, and the 
test is performed in the same manner as 
the histamine test. The advantage claimed 
for this test is that hypertensive attacks 
can be relieved simply by tilting the pa- 
tient into the upright position. 

The histamine test has remained the 
most popular of the tests for precipitation 
of an attack. The others in this group 
may be used as confirmatory evidence. 
These tests are not without danger, and, 
although I know of no reported deaths 
caused by them, I have been told that 
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some deaths have occurred. In my opinion, 
these tests are dangerous to patients with 
elevated base-line blood pressures and 
those with badly sclerosed cardiovascular 
systems and poor cardiac reserves. Regi- 
tine or Benzodioxane should be immedi- 
ately available to control severe attacks. 
Of course, the histamine test has its great- 
est usefulness in dealing with patients 
who have paroxysmal] attacks with normo- 
tensive pressure between attacks. Patients 
with sustained hypertension are better 
subjects for the blocking drug tests. 


Blocking Drug Tests. The use of adren- 
olytic drugs in the diagnosis of pheochro- 
mocytoma is based on their neutralizing 
epinephrine and norepinephrine. The ben- 
zodioxane test has been used more than 
has either the Regitine or the Dibenamine 
test. Benzodioxane and Regitine block the 
action of epinephrine for fifteen to thirty 
minutes. Dibenamine seems to have a 
much greater affinity for the epinephrine 
receptor and has inhibited paroxysms of 
hypertension for periods of twenty-four 
to seventy-two hours. Recently, Regitine 
(C 7337) has been introduced by Grimson 
and his co-workers* as a better drug than 
Benzodioxane. Severe hypertensive re- 
actions may follow administration of Ben- 
zodioxane to hypertensive patients who 
have no pheochromocytoma. Green and 
Peterson” reported hypertensive en- 
cephalopathy following such a hyperten- 
sive reaction. Drill'” reported 2 cases of 
alarming rise in blood pressure in 1 of 
which the rise was accompanied by dizzi- 
ness and precordial pain. Bierman and 
Partridge” reported a case of acute pul- 
monary edema following Benzodioxane in- 
jection as well as a case of severe hyper- 
tensive crisis, with the systolic blood 
pressure rising above 300 mm. of mer- 
cury. I know of no such severe reactions 
to Regitine, and it appears to be a better 
drug, but experience with it is still limited. 
Dibenamine Seems more likely to reduce 
hypertension due to causes other than 
pheochromocytoma than do the other two 
drugs. It is my impression that a dose of 
400 to 500 mg., which is often recom- 
mended, is probably greater than is neces- 
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sary to reduce hypertension due to pheo- 
chromocytoma. Dibenamine still has a 
field of usefulness. For example, I have 
reported elsewhere* a case of pheochromo- 
cytoma proved by operation in which the 
histamine test gave negative results. The 
attacks were normally of such _ short 
duration that it was very difficult to deter- 
mine whether Benzodioxane relieved the 
attack or whether it subsided spontaneous- 
ly. In this case only 50 mg. of Dibenamine 
prevented attacks and stabilized the blood 
pressure for seventy-two hours. Before 
she was given Dibenamine the patient had 
been having attacks at least once a day. 
But for the Dibenamine test we might have 
failed to operate on this patient. Dibena- 
mine and Benzodioxane may produce un- 
pleasant side effects, including sinus tachy- 
cardia, flushing, palpitation, nervousness, 
hyperpnea, headache and dizziness. Bier- 
man and Partridge ™ have reported a case 
of temporary anuria following the use of 
Dibenamine. Regitine seems to produce 
fewer side effects than do the other drugs, 
and, so far as I know, no reports of false 
tests have been published. 


1. Benzodioxane test. The patient should 
be in a resting state without sedation if 
it is a case of sustained hypertension. Ten 
mg. of Benzodioxane per square meter of 
body surface is injected intravenously over 
a two-minute period. A patient with pheo- 
chromocytoma should show a substantial 
fall in blood pressure. This reduction lasts 
about fifteen minutes as a rule. In persons 
with other types of hypertension there 
will be little change or an increase in 
blood pressure. The same dose of Benzo- 
dioxane given during a hypertensive at- 
tack due to pheochromocytoma should stop 
the attack and return the blood pressure to 
normal, 


2. Regitine test. Under resting condi- 
tions, without sedation, one gives 0.33 mg. 
of Regitine per kilogram of body weight. 
Interpretation is the same as for the Ben- 
zodioxane test. 


3. Dibenamine test. Spears and Gris- 
wold’? recommend that 7 mg. of Dibena- 
mine per kilogram of body weight be 
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placed in 300 ml. of dextrose or saline 
solution and given in one hour. This should 
give relief of symptoms for one to three 
days if a pheochromocytoma is present. 
I suggest trying a smaller dose of the drug 
for the test. 


4, Epinephrine and norepinephrine de- 
terminations. A reliable simple blood and 
urine test for epinephrine and norepi- 
nephrine would be of tremendous value 
in diagnosing pheochromocytoma. Not 
only would accuracy be greater, but the 
patient would not have to be subjected to 
a battery of unpleasant and dangerous 
tests. Since there is evidence that hyper- 
tension may be present between outpour- 
ings of these vasopressors, it seems to me 
that norepinephrine determinations on a 
twenty-four to forty-eight-hour urine 
specimen would be more likely to yield 
positive results than would a blood level 
at any given time. Goldenberg and Rap- 
port? have reported urine epinephrine and 
norepinephrine determinations in 2 cases 
of pheochromocytoma, In both cases the 
amount excreted was several times that of 
normal persons. The determination is still 


complicated, requiring an electronic photo- 
fluorometer. However, it is hoped that a 
simpler method of analysis will be forth- 
coming shortly. 

Cure of this tumor depends upon surgi- 


cal removal. Without operation the pa- 
tients die. It has been estimated! that 
about 800 persons die each year in the 
United States from pheochromocytoma. 
The lumbar, transthoracic and abdominal 
approaches all have their champions. I 
prefer a long upper transverse abdominal 
incision because one can explore more 
widely through it and can excise the tumor 
with a minimum of manipulation. 

During operative removal of these tu- 
mors, two dangers are encountered. First, 
there is danger of epinephrine intoxication 
during anesthesia, or especially during 
manipulation of the tumor. It is not un- 
usual for the blood pressure to rise 100 
mm. of mercury during manipulation. This 
may lead to cerebral accidents or acute 
left-sided heart failure. Then, when the 
venous supply to the tumor is clamped, it 
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is not unusual to have the blood pressure 
fall too low to read. For these reasons 
operation carries a high mortality rate if 
one does not take special measures to com- 
bat this instability in the blood pressure. 
The problem of hypertensive paroxysms 
was first met by giving Dibenamine pre- 
operatively to abolish the epinephrine 
effect from manipulation. Bartels and 
Cattell'? are among those who have ad- 
vocated this measure. They stated that the 
secondary hypotension can be counter- 
acted without vasopressor drugs simply by 
tilting the patient into the Trendelenburg 
position. This view, however, is not uni- 
versally held. Litman and State!’ reported 
the death of an 11-year-old patient who 
was given Dibenamine preoperatively and 
went into irreversible shock as soon as 
the blood supply from the tumor had been 
divided. Large doses of epinephrine failed 
to support the circulation, owing to the 
blocking action of the Dibenamine. Grim- 
son and his group't now advocate pre- 
operative preparation with Regitine, giv- 
ing a dose just sufficient to control the 
blood pressure prior to anesthesia and 
then giving more intravenously during the 
operation as needed. The action of Regitine 
is short, and it may not have as strong 
an affinity for the epinephrine receptor as 
does Dibenamine. Iseri, Henderson and 
Derr’ reported a case of sustained hyper- 
tension in an 8-year-old child, in which 
blood pressure was controlled for twenty- 
nine days preoperatively by a dose of 25 
mg. of Regitine every three hours, given 
orally. Three mg. was given intramuscu- 
larly before anesthesia and 0.5 mg. intra- 
venously during the operation. A slow 
intravenous drip of norepinephrine was 
given for six hours after the tumor was 
removed. The blood pressure was well 
controlled throughout. 

In general, hypotension following re- 
moval of the tumor can be controlled by 
varying the rate of flow of a dilute epi- 
nephrine or norepinephrine solution. 
There is some danger of adrenal insuf- 
ficiency after removal of the tumor, and 
adrenal extract is probably indicated pro- 
phylactically. However, adrenal insuffi- 





ciency is rarely a problem in actual prac- 
tice. Below is a suggested plan of man- 
agement: 


Morning before operation: Give 5 ml. of 
lipoadrenal extract intramuscularly. 


Morning of operation: Give 5 ml. of lipo- 
adrenal extract intramuscularly and 5 
ml. of desoxycorticosterone, also intra- 
muscularly. 


Before anesthesia: Give Regitine, either 
intramuscularly or intravenously, in 
doses sufficient to control hypertension 
as determined preoperatively (usually 
0.08 to 0.838 mg. per kilogram of body 
weight). 


After removal of tumor: Keep manipula- 
tion of tumor to a minimum. An intra- 
venous drip of 5 per cent dextrose ‘in 
water should be running throughout 
the operation, with a Y connection al- 
lowing a dilute solution of norepineph- 
rine to be introduced as needed. The 
norepinephrine solution should contain 
5 mg. in 500 ml. of physiologic solution 
of sodium chloride. This solution should 
be started as soon as the blood pressure 
begins to fall, and the rate of flow 
should be governed by the blood pres- 
sure. Blood should be used as needed to 
replace blood lost. The Trendelenburg 
position may help to correct hypoten- 
sion. 


After the operation: Immediately after 
the surgical procedure, maintain a nor- 
epinephrine drip, taking blood pressure 
determinations every five minutes until 
the blood pressure is stabilized. The 
period of instability varies from 0 to 
48 hours. Epinephrine in oil and other 
longer-acting drugs can be used as soon 
as patient’s condition warrants stopping 
the norepinephrine drip. If stabiliza- 
tion does not occur within a few hours, 
or if there is reason to believe that ad- 
renal deficiency exists, give desoxycorti- 
costerone (5 mg. intramuscularly) daily, 
lipoadrenal extract 2.5 ml. every four 
hours intramuscularly, and aqueous ad- 
renal extract (up to 10 ml.) intraven- 
ously every hour. 
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SUMMARY AND CONCLUSIONS 


1. The author advocates dependence 
upon the whole clinical picture rather than 
on any specific test in the diagnosis of 
pheochromocytoma. 

2. The pharmacologic tests are not with- 
out danger and are not infallible; but, 
when used intelligently, they can be of 
real aid in diagnosis. 

3. The use of blocking drugs, preferably 
Regitine, before and during the operation, 
appears to be desirable, but caution must 
be exercised. At least one death has re- 
sulted from circulatory collapse that did 
not respond to epinephrine after the use 
of Dibenamine. 


4. A continuous norepinephrine drip 
will combat hypotension following re- 
moval of the tumor, provided the epin- 
nephrine receptors have not been occupied 
completely by a blocking drug. 


RESUMEN Y CONCLUSIONSES 


1. En el diagnoéstico del fecromocitoma, 
el autor depende mas del cuadro clinico 
que de cualquier prueba especifica. 


2. Las pruebas farmacoldégicas no son 
inécuas ni infalibles, pero cuando se usan 
inteligentemente pueden ser una ayuda 
real para el diagnostico. 

3. Parece conveniente el uso de drogas 
bloqueadoras, antes y durante la opera- 
cidn, principalmente la regitina, pero debe 
tenerse precaucién. Al menos se produjo 
una muerte por colapso circulatorio, que 
no respondio a la epinefrina después del 
uso de la dibenamina. 

4. El goteo continuo de norepinefrina 
combate la hipotensidn que sigue a la 
extirpacién del tumor, con tal de que los 
receptores epinefrinicos no hayan sido 
ocupados totalmente con la droga bloquea- 
dora. 


CONCLUSIONI RIASSUNTIVE 


1. L’autore sostiene che la diagnosi di 
feocromocitoma dipende dal complesso dei 
segni clinici piuttosto che da particolari 
prove di laboratorio. 
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2. I tests farmacologici non sono senza 
pericolo e non sono infallibili; ma quando 
vengono impiegati con intelligenza pos- 
sono riuscire di reale aiuto per la diagnosi. 

8. L’uso dei farmaci bloccanti, sopratut- 
to la regitina, prima e durante |’intervento, 
sembra utile, ma richiede prudenza. Per 
lo meno un caso di morte si é avuto per 
collasso circolatorio—che non si risolse 
con adrenalina—dopo impiego di difena- 
mina. 

4, Per combattere l’ipotensione consecu- 
tiva all ’asportazione del tumore potra 
servire la somministrazione continua di 
noradrenalina a gocce; ammesso che i 
recettori adrenergici non siano stati com- 
pletamente bloccati dai farmaci. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERU NGEN 


1. In der Diagnose des Phaeochromozy- 
toma empfiehlt es sich nach Ansicht des 
Verfassers, sich mehr auf das klinische 
Gesamtbild zu verlassen als auf irgend 
eine spezifische Untersuchungsmethode. 

2. Die pharmakologischen Proben sind 
nicht ungefahrlich und nicht unfehlbar; 
wenn sie verstandnisvoll angewandt wer- 
den, kénnen sie allerdings von wirklichem 
diagnostischen Wert sein. 

3. Die Anwendung blockierender Medi- 
kamente, besonders des Regitin, vor und 
nach der Operation scheint wiinschens- 
wert zu sein, muss aber mit Vorsicht aus- 
gefiihrt werden. Mindestens ein Todesfall 
hat sich nach Anwendung von Dibenamin 
als Folge eines Zusammenbruchs der Zir- 
kulation, der auf Epinephrin nicht reagier- 
te, ereignet. 

4. Eine kontinuierliche Tropfinfusion 
von Norepinephrin bekampft die der Ent- 
fernung des Tumors folgende Blutdruck- 
senkung, vorausgesetzt, dass die Epine- 
phrin-Rezeptoren nicht vdllig durch ein 
blockierendes Medikament besetzt sind. 


RESUME 


1. Les manifestations cliniques doivent 
avoir prépondérance sur les tests particu- 
liers pour le diagnostic du phéochromo- 
cytome. 
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2. Les tests pharmacologiques bien ap- 
pliqués ont de la valeur. 

3. L’usage du médicament régitine a, 
avant et durant |’intervention, une valeur 
indéniable. On doit cependant, s’en servir 
avec prudence. 

4. Un goutte-a-goutte constant avec de 
la norépinéphrine doit étre employé, a 
condition que les centres réceptifs de 
cette drogue ne soit pas paralysés. 


SUMARIO E CONCLUSOES 


1. O autor salienta que no diagnostico 
dos feocromocitémas tem maior valor a 
verificagao de seus sinais clinicos carac- 
teristicos que outros quaisquer testes 
especificos. 

2. Os testes farmacologicos nao sao 
desprovidos de riscos como tambem nao 
sio infaliveis, porém, quando usados in- 
teligentemente, podem se tornar um real 
auxilio ao diagnostico. 

3. O umprego de drogas de bloquéio, 
preferentemente a “regitina,”’ antes e du- 
rante a intervencao, parece aconselhavel, 
porém devem sér usados com toda cautela. 
Mesmo porque uma morte foi verificada 
resultante de colapse circulatorio, que nao 
respondeu ao emprego da adrenalina, apdés 
o uso da dibenamida. 

4. O uso continuo de norepinefrina du- 
rante a remocao do tumor, combatera a 
crise hipotensiva consequente. 
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cual, la cirugia ha pasado de ser un 

simple acto operatorio, para conver- 
tirse en algo mas importante, mas intenso, 
con mas repercusion social, néd un acto 
mecanico aislado por muy tecnico que sea, 
sino por el contrario, un conjunto arm6- 
nico de disciplinas médicas de que nos 
debemos valer para llevar a buen fin 
neuestra tarea de cirujanos modernos. 
Asi encarada, debemos abordarla con un 
concepto amplio, desde un punto de vista 
integral, no simplemente quirurgico, an 
una palabra debemos hacer medicina 
quirurgica. De alli, que antes de seguir 
adelante, creemos necesario insistir de 
manera muy especial, sobre un punto que 
nos parece de suma trascendencia, y en 
buena cuenta, el que justifica la presente 
comunicacion. 

El médico, al momento actual no puede 
nidebe actuar solo, su labor se desarrolla 
dentro de un sistema de estrecha colabora- 
cidn con una serie de servicios especializ- 
ados. Si en neuro-cirugia, si en cirugia 
toraco-pulmonar, es indispensable esa 
coordinacion de esfuerzos, no lo es menos 
en la cirugia que nos ocupa. Es necesario, 
y lo recaleo una vez mas, una intima y 
cordial armonia entre los servicios espe- 
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cializados: Rayos X, Gastroscopista, 
Médico dietista, Laboratorios, Histopa- 
tologo, Equipo operatorio, Anestesista, 
Enfermeras especializadas, Servicio Med- 
ico-Social y sobre todo, con el Médico 
Gastroenterologo; es éste, el que nos debe 
llamar en consulta a ver sus enfermos de 
est6mago que los esta tratando médica- 
mente y que llegado un momento, cree que 
deben ser operados, es entonces que 
juntos, estudianto la historia clinica, ex- 
aminando al en fermo y discutiendo el 
caso, se seleccions los que deben ser inter- 
venidos y los que continuaran tratandoes 
médicamente. Este sistema de colaborac- 
ion, este trabajo en equipo lo hemos podido 
organizar y realizar en el Hospital Obrero 
de Lima, lo que consideramos un gran 
delanto en la asistencia hospitalaria del 
Pert; a ella, a esta colaboracion, podemos 
atribuir los buenos resultadoes obtenidos. 

Somos muy exigentes en la prepara- 
cion pre-operatoria del enfermo, general- 
mente esta hospitalizado de 20 a 30 dias 
o ain mas antes de operarse, salvo que 
ya haya sido previamente tratado y en 
forma correcta, en algun otro servicio. 
En ese tiempo se le trata con Vitamina 
B y C inyectable, porque casi siempre 
traen un régimen alimenticio pobre en 
estas vitaminas y no escapa a la considera- 
cion de ustedes, el interés en corregir este 
estado carencial, por otro lado, se le ha 
querido atribuir a la Vitamina C una 
accion cicatrizante sobre el ulcus. Vacuna- 
cion mixta antipiogéna, que de algo sirve 
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para prevenir hasta donde sea posible 
ciertas complicaciones y sobre todo, lo mas 
importante, por estar probado que el 
“pousse” ulceroso corresponde entre otras 
causas a una infeccion del ulcus que es 
necesario mejorar para hacer menos pelig- 
rosa la intervencion. Sedar el sistema 
nervioso con Luminal o mejor Prominal, 
en pequefias dosis noche y mafiana. Repro- 
80 fisico e intelectual lo mas completo 
posible, sobre todo, dar la mas grande 
importancia al estado siquico que en estos 
enfermos siempre esta profundamente in- 
teresado, factor que no debemos olvidar 
jamas. Los antiéspasmodicos y las sus- 
tancias inertes o coloidales tépicas de la 
mucosa gastro-intestinal, tipo gel, caoli, 
bismuto, alimina, plata coloidal, etc., tan 
conocidos de ustedes juegan un rol prim- 
ordial. Por otro lado usamos en algunos 
de neuestros ulcerosos la tan discutida 
Histidina, declaramos que siempre nos ha 
dado buenos resultados. Tratamiento de 
la enemia y transfusiones de sangre o 
plasma y seanos permitido hacer un 
pequefio hincapié sobre este importante 
punto. La transfusion de sangre segun el 
concepto mas moderno y comprobado por 
nosotros, no es el solo hecho de inyectar 
este precioso elemento para mejorar el 
estado general, la anemia, o estimular las 
defensas organicas, etc., sino que, hasta 
cierto punto es una terapeutica especifica 
en esta clase de enfermos. Nosotros hemos 
visto con gran sorpresa, que enfermos 
anémicos, desnutridos y en mal estado 
general, en una palabra Hipoproteinemi- 
cos, a los cuals se les habia preparado cui- 
dadosamente con gran numero de trans- 
fusiones de sangre y plasma, soportaron 
admirablemente la operacion, y lo mas 
interesante, el postoperatorio fué mejor 
que en otros, a los cuales, por su buen 
estado general no hubo necesidad de 
transfundirlos. Es que con el aporte de 
sangre nueva, se verifica una verdadera 
alimentacion endovenosa rica en proteinas 
que eleva el tenor sanguineo de estas 
sustancias y sobre todo en acidos aminados 
que es en donde radica la especifidad 
terapeutica. Es en virtud de estos nuevos 
conociemtos, que transfundimos en forma 
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sistematica a todos nuestros enfermos 
antes de operarlos. Los resultados han sido 
muy halagadores. La mortalidad opera- 
torie v4 paralela con la perdida de pro- 
teinas en general y de amino-acidos en 
especial. Este tratamiento va siempre 
unido al regimen de alimentacion, elemen- 
to terapeutico fundamental, de primer 
orden, entre otras cosas persigue el mismo 
fin, la Hipocloridia, Cloridia o -Neutrali- 
zaciOn é Hipo-estimulo secretogen, y que 
hemos podido resolver en forma favorable, 
debida a la capacidad técnica de nuestro 
médico dietista y a la creacion de personal 
especializado. Para facilitar esta labor 
hemos hecho imprimir una especie de 
ments en donde diariamente ordenamos 
el régimen alimenticio y el horario preciso 
de las comidas. 

Una indicacién que no queremos dejar 
pasar por alto, por ser de capital import- 
ancia, es la eliminacién sistematica de los 
focos de infeccién mas 0 menos enmascar- 
ados, las llamadas infecciones focales, no 
debemos operar jamas sin antes haber 
curado amigdales, hemorroides infectados, 
caries dentarias, bronquitis cronicas, etc., 
Huelga decir, que se llevan a cabo las 
investigaciones de laboratorio de rutina 
con especial reguardo de la reserva alcal- 
ina, Ph, proteinemia y tiempo de protrom- 
bina, etc. Los enfermos son pesados todas 
las semanas en condiciones semejantes y 
sdlo despues de haber recuperado gran 
parte del peso perdido, los consideramos 
en condiciones operatorias. El peso, lo con- 
ceptuamos como un excelente test del 
estado general del enfermo ulceroso. 

Punto interesante la Gastroscopia, gran 
auxiliar de la clinica y que en el momento 
actual de la medicina no es posible pen- 
sar en hacer gastro-enterologia ni médica 
ni quirurgica sin practicar sistematica- 
mente estos exAémenes. Hemos tenido un 
interesante caso que solo mediante la 
Gastroscopia se pudo hacer el diagnostico 
precoz de cancer pre-pilorico, cuando atin 
las imagenes radiologicas eran negativas. 
A éste enfermo se le hizo una amplia 
gastrectomia que confirm6é el diagnostico 
y que seguramente salvara la vida del 
enfermo; en la actualidad tiene cuatro 
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anos y medio de operado. A nuestros en- 

fermos se les practica antes de la opera- 
ién por lo menos dos gastroscopias y una 
e control despues de ser operados, cuando 
3 dado de alta. Felizmente hemos tenido 
n todo momento la brillante colaboraci6n 
‘el doctor Alfredo Calderén, Gastro-enter- 
logo de nuestro Hospital y experto 
astroscopista, al cual expresamos nuestro 
1as sincero agradecimiento. 


No creemos necesario insistir sobre la 
nportancia de los tubajes gastricos y del 
studio de las curvas de acidez, general- 
1ente se usa para estas pruebas el alcohol 
- la histamina. 


No hacemos lavado de estomago pre- 
yperatorio a la manera cldsica, por con- 
‘iderar que se trata de un traumatismo 
nnecesario ni atin en los portadores de 
stenosis pilorica; el serio inconveniente 
lel abundante residuo gastrico en estos 
onfermos, lo tenemos resuelto de manera 
satisfactoria con el uso de la aspiracién 
continua del estomage mediante el aparato 
de Wangsteen modificado y mejorado por 
nosotros, que se coloca la vispera de la 
operacién. Esta practica nos ha dado los 
mas brillantes resultados, razon por la 
cual en estos tltimos afios la usamos en 
forma sistematica en todos los operados 
de badomen. De esta manera hemos lo- 
grado eliminar los vémitos post-operator- 
ios, la dilatacién aguda del estomago, el 
hipo y toda una larga serie de inconveni- 
entes y sintomas molestos que antes 
presentaban los operados. Solo hay que 
tener presente, que el metabolismo del 
agua y lassales se alteran y que es re- 
quisito urgente para el enfermo subsanar 
este desequilibrio con una administracion 
balanceada de esos dos elementos. 

Estas son las condiciones 6ptimas -en 
que acostumbramos llevar nuestros enfer- 
mos a la sala operatoria; cuando el 
“‘pousse” ulceroso ha pasado y el paciente 
se encuentra en franca mejoria. Las 
estadisticas son bien claras a este res- 
pecto; la mortalidad es mas alta cuando 
el enfermo es operado en periodo agudo, 
en pleno brote ulceroso, de alli, que no 
transigimos con ningun internista que 
tenga interés en que operemos rapida- 
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mente a su enfermo; nos tomamos el 
tiempo que a nuestro juicio creemos 
necesario. 

La anestesia, punto capital para esta 
clase de operaciones no la tenemos atin 
resuelta de manera definitiva, pero si 
podemos afirmar que la narcosis por el 
éter, la tenemos casi desterrada debi do 
a sus numerosos inconvenientes. Hemos 
operado con gases, Penthotal, raquianes- 
tesia a la Novocaina y meticaina, anestesia 
local y por Ultimo con raquianestesia 
continua. Para esta especialidad contamos 
con la colaboracion de dos médicos ane- 
stesistas asesorados por enfermeras técni- 
cas, que ademas de administrarla, van 
controlando el estado del enfermo durante 
todo el acto operatorio. Son los que 
registran las frecuencias del, pulso y res- 
piraciones, miden la presion arterial, 
aplican la medicacion necesaria y son los 
unicos autorizados del conjuncto oper- 
atorio a los que les esta permitido hacer 
sugestiones sobre la marcha de la oper- 
acion, son a la vez, los encargados y 
responsables de la confeccion del informe 
de anestesia, donde van anotados todos 
estos datos. 

Analicemos aunque sea muy a la ligera 
estas anestesias: La narcosis con gases 
como ciclopropano, etileno, etc. la hemos 
usado poco en estos ulimos tiempos, debido 
a que desde el ingreso de Estados Unidos 
a la guerra, nuestras existencias no han 
podido ser renovadas con la prontitud 
necesaria, pero aseguramos que no cons- 
tituyen el ideal. La relajacion muscular 
y el silencio abdominal dejon mucho que 
desear. Estas narcosis pruducen excurs- 
iones diafragmaticas muy amplias, las 
cuales trasmitiendose a las visceras ab- 
dominales se traducen una movilidad 
permanente del foco operatorio dificult- 
ando la intervencion. Por otro lado son 
caros y requieren complicados aparatos 
para su administracion. 

E! Penthotal, baribiturico bien conocido 
por ustedes que da excelentes anestesias 
tiene el inconveniente de su corta duracion, 
solamente lo usamos para completar las 
anestesias rdquideas o locales al fin de las 
operaciones que habiendo sido muy largas 
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y laboriosas, el enfermo comienza a 
sufrir. 

Entre las requianestesias, la Percaina 
produciendo un magnifico bloqueo medu- 
lar, cuya accion se -prolonga por dos y 
media a tres horas, la conceptuamos muy 
toxica y por consiguiente peligrosa. Hemos 
visto en otros hospitales casos de muerte 
subita. 

La Novocaina, en solucion al 5% con 
Epinefrina, de la cual inyectamos de 10 a 
15 centigramos segtin el peso y tipo de 
operacion, nos ha dado buenos resultados, 
es mucho menos toxica y de manejo mas 
facil, solamente que en ciertas ocaciones 
despues de una hora su accion casi ha 
deseparecido. 

La Meticaina, seria para estas oper- 
aciones un buen anestesico, no muy t6xico, 
de manejo facil, no alterable y cosa muy 
importante, da anestesias prolongadas con 
gran silencio abdominal, facilitando asi la 
labor del cirujano. Solamente debemos 
hacer la salvedad que para no incurrir en 
peligros innecesarios conviene usar dosis 
mas pequenas de las indicadas por la casa 
productora, no pasando de | centimetro y 
medio, de la solucion la 10%. 

La puncion debe ser alta entre la 
undecima y duodecima vertebra 6 entre 
esta ultima y la primera lumbar. Inyec- 
cidn muy lenta del anestesico, sin ex- 
traccion de liquido. Se coloca inmediata- 
mente al enfermo en decubito dorsal con 
la cabeza flexionada, en posicién de 
Trendelemburg, dando a la mesa una 
inclinaciOn de 10 grados que se mide por 
la plomada que ésta tiene. Como la 
meticaina es mas pesada que el liquido 
céfalo-raquideo, es necesario ir explorando 
cuidas dosamente con una aguja la altura 
de la anestesia. Una vez que ésta ha 
aleanzado la base del apéndice xifoides 
debe de nuevo enderezarse la mesa para 
que termine de fijarse la anestesia. 

En estos ultimos afios estamos usando 
un nuevo método que parece ser la solu- 
cién de muchas dificultades, sobre el cual 
aun no tenemos una bastante experiencia 
y no podemos pronunciarnos en forma 
definitiva. Se trata de la raquianestesis 
continua con meticoina al 1%, pero po- 
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demos adelantar que en las muchas que 
ya llevamos realizadas, los resultados han 
sido remarcables y es actualmente nues 
tra anestesia de eleccion. 

Después de haber usado y estudiado 
los anestesico anteriormente enumerados, 
consideramos la anestesia local como la 
menos peligrosa y mejor tolerada sin 
embargo tiene sus inconvenientes; es 
laboriosa de practicar, exige una técnica 
meticulosa y por consiguiente prolonga en 
algo la operacién. Ademas el poco espiritu 
de colaboraci6n posilaminidad de ciertos 
pacientes puede ser un obstaculo a tal 
extremo que antes de escojer esta clase de 
anestesias deben seleccionarse muy bien 
los enfermos. Estas pequefias dificultades 
estan ampliamente compensadas por la 
poca toxicidad, escasas complicaciones 
broncopulmonares, shock anestésico 
minimo, perfecta tolerancia, y magnifico 
post-operatorio, condiciones tales, que 
hacen de la anestesia local un metodo de 
eleccion. Esta especialmente indicada en 
las gastrectomias largas, dificiles y sobre 
todo en los enfermos en malas condiciones. 


Para no correr el peligro de que se nos 
critique por considerar datos que parezcan 
nimios, no exponemos la técnica que 
usamos para la anestesia local, que 
creemos interesante y que muchas veces 
falla, por no tener presente pequefios 
detalles. 

No olvidamos de sedar el sistema 
nervioso con una capsula de Nembutal la 
vispera por la noche y dos capsulas mas 
y una ampolla de morfo-atropina una hora 
antes de la operacion. Cuando el enfermo 
va a ser operado con raquianestesia, 
momentos antes se le inyecta por via 
endovenosa de 40 a 60 cc de suero gluco- 
sado hipertonico tibio y una ampolla de 
efedrina intramuscular, porque debido a 
estudios recientes parece ser que la hipo- 
tensién y “shock” en estos casos, es debido 
sobre todo a un estado de hipoglicemia 
que seria modificado favorablemente por 
el suero glucosado, al menos mediante 
esta practica no hemos tenido accidentes 
que lamentar. Durante todo el acto opera- 
torio se va yomando la presion arterial 
cada 15 minutos inyectano suero glucosado 
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isotonico gota a gota intravenoso, muy 
lentamente. Mas o menos a la mitad de 
la operacion el enfermo empieza recibir 
mezclado con dicho suero intravenos, 
sangre fresca 0 conservada con un maximo 
de 4 dias en cantidad alrededor de 300 a 
500 gr. ademas otras veces, es conveniente 
anadir plasma. 

La técnica operatoria del estomago es 
delicada y no facil, para lo cual es nece- 
sario dedicarse con ahinco y carifio. El 
cirujano debe irse formando poco a poco, 
mediante un metoddico adiestramiento, 
aunmentando su experiencia cada dia mas 
para de esta manera poder resolver una 
vez abierto el vientre que tipo de opera- 
cion resultara mas beneficiosa para su 
enfermo. Es una cirugia con tiempos 
operatorios precisos, con reglas extrictas, 
cuya no observancia puede producir ver- 
daderas catastrofes. Delicadeza en las 
maniobras, minuciosidad en las suturas, 
prolija hemostasia y extricta asepsia, 
serian las bases fundamentales de la gas- 
trocirugia. De esto se deduce una verdad 
fundamental, no se puede hacer bien esta 
clase de trabajo ‘‘mirando el reloj,” no 
hay que apostar carreras con el tiempo ni 
tratar de batir records de velocidad y 
menos todavia, considerar que se ha 
operado mejor por que se ha empleado 
menor tiempo. Nosotros recordamos haber 
visto operar en Viena al viejo maestro 
Profesor Finsterer, que en ésa época habia 
ya pasado las 2,400 Gastrectomias, em- 
plear corrientemente tres horas para estas 
operaciones, pero nunca lo vimos hacer 
un movimiento violento, ni una traccion 
desmedida, al contrario, todo con una 
delicadez y suavidad tal, que asombraba. 
No importa veinte minutos mas en la 
duraciOn de una Gastrectomia si esta se 
hace siguiendo las reglas y normas enu- 
meradas anteriormente, ese tiempo no va 
a matar al paciente y si puede hacerlo, un 
vaso no bien ligado 6 una sutura mal 
afrontada. Esta es nuestra norma de 
conducta, por que asi creemos ascercarnos 
mas y mas a lo perfecto y ofrecer mayores 
beneficios a nuestros enfermos. Los re- 
sultados y la evolucién de estos, nos han 
dado la razon. Para conseguir este fin, 
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se necesita, por parte del cirujano un 
entrenamiento especial y poder contar 
con un equipo de asistentes y enfermeras 
especializadas permanentemente, siempre 
los mismos, con un solo pensamiento, 
mejorar cada dia, porqué solo después de 
muchos anos de trabajar juntos, este 
“team” puede llegar a ese bello sincro- 
nismo operatorio que hace de -una inter- 
vencion quirurgica una verdadera obra 
de arte. Aprovechamos esta oportunidad 
para exteriorizar nuestro reconocimiento 
a la entusiasta e inteligente labor desarr- 
ollada, por nuestros asistentes y personal 
auxiliar, que en todo momento han sabido 
corresponder a la confianza en ellos de- 
positada. Acostumbramos a operar con 
dos cirujanos asistentes y dos enfermeras 
instrumentistas, a las que estamos edu- 
cando para perfeccionar nuestro conjunto 
operatorio. Cada uno de ellos tiene una 
misio6n autOnoma, importante y precisa 
durante el acto quirtrgico. Nadie es mas 
ni menos, no hay funciones subalternas 
puesto que todos son equivalentes dentro 
de sus respectivas atribuciones, con un 
mismo fin, un mismo espiritu, resolver 


un problema quirtirgico basado en el 
respeto y la comprension mutua. 
Ahora bien ; cual es nuestra conducta 


en el tratamiento quirtrgico del ulcus 
gastro-duodenal? No vamos a estudiar las 
indicaciones quirurgicas, que no es el tema 
del presente trabajo porque sera desarr- 
ollado en forma brillante por uno de 
nuestros mas distinguidos cirujanos com- 
panero de labores en este hospital. Con- 
sideramos por consiguiente, que estamos 
frente a enfermos que deben operarse 
para curar su lesion. Como, ya veremos 
mas adelante, la experiencia de algunos 
anos y la observacion cuidadosa del re- 
sultado quirurgico de estos pacientes, nos 
ha demonstrado que es necesario ser 
bastante radical en esta cirugia. Es sdélo 
la Gastrectomia parcial y muchas veces 
la subtotal, la Gnica operaci6n que retine 
los requisitos légicos de _ tratamiento. 
Mediante esta operacion se elimina la 
lesion ulcerosa, se evita el peligro de 
posibles degeneraciones, cura la gastritis 
concomitante y baja la acidez gastrica al 
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eliminar la zona antral, que es de donde 
parten los estimulos exito-secretégenos al 
fundus para producir la hiperclorhidia, 
factor preponderante en la etiologia de 
la ulcera, evitando al: mismo tiempor por 
este mecanismo la formacién de Ulceras 
pépticas en el asa yeyunal. 

Claro esta, que la Gastrectomia es una 
operaciOn que no deja de tener peligros 
para el enfermo, pero los_ resultados 
compensan ampliamente este riesgo. La 
Gastro-yeunostomia es una _ operacién 
mucho ma facil y menos riesgosa, pero 
los resultados para el paciente no son tan 
brillantes como la anterior. No es raro 
ver que algunos de estos operados con- 
tinien sufriendo del estomago y despues 
de un tiempo se necesita recurrir a la 
extirpaciOn radical de una amplia parte 
del estémago con las consiguientes difi- 
cultades operatorias producidas por la 
primera intervencién. En resumen, 
siempre que no existan contra indicaciones 
serias para ella, practicamos la cura 
radical 6 sea la Gastrectomia. 

Los tipos de operaciones que segutin 
nuestra experiencia, encontramos mas 


convenientes son: la gastrectomia parcial 


segin Polya 6 el Finsterer. Tratamos 
casi siempre de realizar el Polya, por 
encontrar que retine todas las condiciones 
de una buena Gastrectomia, unida a la 
rapidez de ejecucién, no teniendo necesi- 
dad de suturar toda la seccién gastrica 
como en el Billroth 2, 6 parte, como en 
el Finsterer, lo que representa una gran 
economia de tiempo, pudiendo resecarse 
la cantidad de est6mago que sea necesaria. 
Solo encontramos en el Polya un incon- 
veniente que quizé sea mas teorico que 
practico, y es el de construir una neo-boca 
de maximas dimensiones en los casos de 
amplias resecciones en estOmagos muy 
grandes o dilatados; para estos casos pre- 
ferimos usar el Finsterer que tiene la 
ventaja de poder hacer una boca anasto- 
motica del tamafio que se desee. Siempre 
las hacemos transmesocolicas e isoperis- 
talticas. La técnica de ambas operaciones 
es bien conocida de ustedes por lo que 
no insistiremos. Sdélo algunos detalles 
técnicos queremos remarcar. Al abrir la 
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cavidad abdominal, despues de explorar y 
decidir el tipo de operacién, lo primero 
que hacemos en incindir el mesocolon para 
poder examinar la cara posterior del 
estémago, al mismo tiempo tomamos y 
reparamos con un punto de hilo el extremo 
superior y con catgut el extremo inferior, 
del asa yeyunal que se va a anestomosar, 
acto seguido estos dos reparos se pasan 
por la incisién del mesocolon y se saca 
por un pequefio ojal en la gran curvadura, 
luego se termina reintroduciendo todo el 
contenido intestinal en la cavidad. Esta 
maniobra tiene la ventaja de no con- 
taminer la gran cavidad al ir a buscar el 
asa yeyunal al fin de la operacién, despues 
de haber seccionado el duodeno y de haber 
realizado maniobras sépticas. Las trac- 
ciones sobre el est6mago, no las hacemos 
directamente sino por medio de un lazo 
de goma que pasa por las dos curvaduras. 
Nuestras suturas de anastomosis siempre 
las hacemos en dos planos, uno total al 
Catgut yotro sero-seroso al Lino, con 
hebra de dos agujas atratimaticas en los 
extremos, detalle que no carece de im- 
portancia, porqué permite realizar suturas 
casi: perfectas, con mayor rapidez, y sin 
rasgar la fina serosa. No cruzamos los 
puntos para permitir un mejor afronta- 
miento. Sutufas continuas dando cada 5 
6 6 puntadas una astras para fijar las 
suturas. No creemos indispensable las 
suturas a puntos separados que inneces- 
ariamente prolongan el tiempo operatorio, 
apesar de opiniones tan autorizadas como 
la de Kirschener de Heidelberg, que 
atribuye 4 este sdlo hecho el descenso de 
su mortalidad operatoria. Seccionamos el 
duodeno sobre un clamp de Payer; ulti- 
mamente estamos usando un clamp du- 
odenal ideado por nosotros con el que 
facilitamos enormemente éstas maniobras. 
El mufion gastrico despties de ligarlo 
lo protejemos con un capuchon especial de 
jebe con lo que evitamos las posibles con- 
taminaciones de la cavidad. El cierre del 
mufién duodenal lo hacemos mediante tres 
planos de suturas, uno total al Catgut y 
dos sero-serosos, el ultimo con Lino, lo 
que nos da la maxima seguridad contra 
las graves fistulas duodenales, no teniendo 
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hasta ahora que lamentar ninguna. Antes 
de cerrar la cavidad espolvoreamos Sulfa- 
nilamida sobre las suturas. Cierre sin 
drenaje en tres planos y puntos totales de 
refuerzo con crin. 

En cuanto a las otras opreaciones que 
hemos realizado sobre el estOmago para 
el tratamiento del ulcus gastro-duodenal, 
no insisteremos mayormente, sdlo debemos 
anotar que en las gastro-entero anasto- 
mosis siempre las hacemos posterior, 
transmesocolicas, isoperistalticas y obli- 
cuas por ser éstas las que dan los mejores 
resultados functionales. En los casos de 
imposibilidad técnica para proceder de 
estra manera, como por ejem: sinfisis de 
la cara posterior, fuerte peri-gastritis 6 
graves lesiones que invadan esta cara, no 
nos queda mas recurso que hacer la gastro- 
entero anastomosis en la cara anterior 
del estOémago, pero como es _ necesario 


valernos de una asa yeyunal larga debemos 
forzosamente complementarla con una 
yeyuno-yeyunostomia de derivacion, para 
ponernos a cubierto del circulo vicioso 6 
de la tan molesta y rebelde “Aferentitis” 


de Oviedo Bustos, Gastroenterol6go ar- 
gentino que ha tenido el mérito de darle 
individualidad nosologica. 

En los ulcus perforados, he aqui un 
punto interesante a debatir, operacion 
precoz, y considerando que el enfermo es 
ante todo un peritonitico que debe bene- 
ficiarse al maximo con un traumaminimo, 
somos bastante conservadores. Hecha la 
Laparotomia suturamos el ulcus previa 
cauterizacion y avivamiento por el bisturi 
eléctrico, toillet escrupulosa con suero 
fisiol6gico tibio que se extrae con el 
aspirador y no con gasas, abundante 
sulfanilamida en polvo y amplio drenaje, 
no olvidando de practicar una contra 
abertura supraptibica para drenar el 
Douglas. No hacemos epiploplastia para 
no aumentar las ya grandes dificultades 
de una cura radical que debe hacerse 
algun tiempo mas tarde. Nos parece que es 
el proceder mas logico en estos enfermos 
y no agravar la situacién, ya muchas 
veces desesperada, con un gran trauma 
operatorio como representaria una Gas- 
trectomia. Hay que tener presente que 
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nos referimos a casuistica hospitalaria 
con enfermos de poca cultura que siempre 
recurren tarde al hospital. Claro que si 
pudieramos tratar a estos pacientes en 
forma precoz, dentro de las seis primeras 
horas y contasemos con un buen sujeto, 
hacemos la Gastrectomia; de otra manera 
insistimos en ser conservadores. 

El post-operatorio ha variado notable- 
mente en estos ultimos anos. El uso 
sistematico en todos los enfermos de las 
transfusiones de sangre pre-operatoria, de 
la aspiraciOn continua del estomago 
durante cuatro dias, la raquianestesia 
continua, la hemoterapia gota a gota 
durante el acto operatorio y la cirugia sis- 
tematizada en equipo, han contribuido a 
que el post-operatorio se haga sorpren- 
dente inocuo y sensible. A nuestro juicio, 
sobre estos cinco puntos reposa prin- 
cipalmente el buen resultado obtenido en 
esta cirugia. Hacemos presente que fué 
nuestro servicio donde por primera vez 
se adopto en forma sistematica estos 
auxiliares de la técnica moderna. Hemos 
tenido la satisfaccion de verlos asceptados 
y usados en otros hospitales. 

Los resultados inmediatos y lejanos han 
sido inmejorables en todos los enfermos 
a los cuales se les practico una gastrecto- 
mia, ninguno de ellos ha vuelto a sufrir 
ni presentar molestia, no asi los gastro- 
enteroanastomozados. Algunos de ellos 
sufren despues de operados de ciertas 
molestias producidas por la gastritis del 
antro tan frecuentes en estos ulcerosos, 
pero que ceden facilmente al tratamiento 
médico. Hasta ahora no tenemos que 
lamentar Utlceras de la coca anostoémotica 
ni en los gastrectomizados ni en los gastro- 
enteroanastomozados. 

Interpretando estos resultados, nos 
declaramos con todo entusiasmo parti- 
darios de la amplia gastrectomia. 

Como desgraciadamente la cultura de 
nuestro obrero deja mucho que desear, 
hemos redactado una especie de cartilla 
que contiene una serie de consejos, normas 
higiénicas y prescripciones dietéticas, para 
que sean entregadas a los enfermos en 
el momento de ser dados de alta y asi 
facilitarles a seguir y recordar nuestras in- 
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dicaciones. Los resultados han justificado 
este exceso de precaucion. 

Para terminar y no seguir fatigando al 
Auditorio nos occuparemos muy rapida- 
mente de dos puntos bastante nuevos é 
interesantes: la consulta de operados y 
la encuesta social. 

Por desgracia ha sido muy frecuente 
en nuestro medio, que debido a la de- 
ficiente organizacion hospitalaria, el en- 
fermo una vez operado y dado de alta, 
no interesare mas al cirujano 6 éste, no 
dispusiera de los medios para controlarlo 
y perdiera de vista al paciente. Desde el 
primer momento, ésta situacién no satis- 
facia nuestro espiritu joven y ambicioso 
de perfeccionamiento, por lo cual comen- 
zamos a organizer una consulta especial 
dedicada tinica y exclusivamente para los 
operados. Hoy dia la tenemos establecida 
y en pleno funcionamiento, todos los dias 
jueves de 12 a 1 pm., rindiendo magnificos 
resultados. Alli se les controls periodica- 
mente el peso, la dieta, radiografias, etc., 
en una palabra se sigue la evoluci6n paso 
a paso, para de esta manera poder inter- 
pretar los resultados alejados y sacar 
conclusiones que nos permiten despues de 
un cierto tiempo, formarnos un concepto 
mas claro y una conducta personal, sobre 
tal 6 cual operacién 6 tratamiento. No 
escapa a Uds. la transcendental impor- 
tancia de tales observaciones. 

Hoy mas que nunca sabemos que el 
médico no puede contentarse con curar a 
su enfermo y desvincularse de la reper- 
cusiOn social de éste hecho, él ante todo 
debe darse cuenta que su paciente no es 
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sind un simple eslabon en la cadena sin 
fin que representa la colectividad humana 
y al alterarse aquel, sufre ésta, por con- 
siguinete no hemos olvidado un_ sélo 
momento de hacer medicina social y darle 
todo el valor que merece esta joven rama 
de la medicina. Nuestro Servicio Médico 
Social, nos ha prestado una gran ayuda y 
hacemos presente nuestro reconocimiento. 
Mediante él son buscados y citados los 
enfermos que no hanconcurrido a la con- 
sulta de control los dias jueves, ademas, 
bajo nuestra direccién y consejo con- 
fecciona la encuesta social a cada uno de 
nuestros operados, donde estan anotados 
datos de gran valor, como son: condiciones 
é higiene de la vivienda, niembros de 
familia que sostiene con su jornal, situa- 
cidn moral del hogar, salarios, averigua- 
ciones para saber si observa la dieta é 
indicaciones del médico, darle los consejos 
higiénicos y dieteticos necesarios, gestiones 
ante los patronos para cambio en la 
salidad del trabajo cuando este le es 
perjudicial para su total restablecimiento. 
Por medio de estas encuestas hemos 
logrado conocer datos tan importantes é 
interesantes, como por ejemplo: el de un 
pobre operado que tenia un jornal que 
equivalia a sesenta soles al mes, esposa 
y tres hijos, y la dieta que le prescribimos 
nos dié una valorizacion de un sol ochenta 
diarios, es decir, el jornal solo le aleanzaba 
para comer el. Demas esta decirles, que 
seguramente no siguié el régimen y la 
dieta prescrita y si los resultados alejados 
no fueran del todo favorables ya sabremos 
a que atribuirlos. 


i. me 
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The Value of Writing for the Surgeon 


ARNOLD S. JACKSON, M.D., F.A.CS., F.1.C.S. 
MADISON, WISCONSIN 


about,” is the reply of many young 

surgeons when asked why they fail 
to contribute to the medical journals. 
Nothing could be further from the truth. 
While it is a fact that much that does ap- 
pear in the literature is mere repetition, 
even the most experienced surgeon would 
find something of interest in any current 
medical journal. Although a subject may 
have been presented many times, it may 
be given from such a different viewpoint 
or with such a different style of presenta- 
tion that it holds the reader’s close atten- 
tion from the first to the last paragraph. 


ug | HERE is nothing new to write 


A young surgeon’s saying that there is 
nothing new to write about is like an in- 
ventor’s saying that there is nothing new 
to invent. Great inventors tell us that the 
greatest inventions will be made in the 
future. 


It is surprising how many interesting 
problems in medicine and surgery have 
not been considered in the literature or 
have been only briefly discussed. For in- 
stance, a few years ago a patient with 
Mikulicz’s disease came under my care. 
Never having encountered such a case, I 
began a review of the subject and was 
amazed to find less than 100 authentic 
cases reported in the American literature. 
There were many supposed cases of the 
disease reported under the title of Miku- 
licz’s syndrome, but they did not conform 
to the classic description given by Mikulicz 
in 1899 at Koenigsberg. They did not fit 
his triad of signs and symptoms: namely, 
symmetric involvement of the salivary 
glands, narrowing of the palpebral fis- 


sures, and parchment-like dryness of the 
tongue. Further study showed that these 
patients had always been treated by surgi- 
cal intervention or high voltage roentgen 
therapy, whereas penicillin simply and 
effectively cured my patient. When this 
case, with another that shortly appeared, 
was presented to the Western Surgical 
Association, only one surgeon reported 
having encountered a possible case. An- 
other surgeon, internationally known, 
thought he might have failed to recognize 
the condition in a patient he had referred 
to a dentist. 


In my experience this is only one of 
many instances in which seemingly rare 
diseases have been brought to the atten- 
tion of the profession. The same oppor- 
tunity comes to nearly all surgeons if they 
will take the time to review the literature 
and report the case. 


Nor is it always the rare disease or the 
unusual case that offers the opportunity 
to make a valuable contribution. Many 
embryonic authors are discouraged when 
confronted by the huge bulk of statistics 
on some one subject by a large clinic or 
hospital. This apprehension is a mistake. 
In the many medical meetings I have at- 
tended for over three decades I have al- 
ways made notes of the presentations, 
which later are transcribed for the readers 
of a small publication. The papers that 
proved of greatest interest to me were not 
always those with large series of cases 
but rather those that included a classic 
description, such as Mikulicz or Bright, 
for example, would give. Similarly, when 
Dr. Kellog Speed presents a subject one 
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can be sure of hearing a finished presen- 
tation. 

A small series of cases carefully re- 
viewed may contain more valuable infor- 
mation than a large group of cases. On 
the other hand, when Dr. Stuart Harring- 
ton writes about diaphragmatic hernia or 
when Dr. Frank Lahey gives a paper on 
diverticula of the esophagus, one derives 
the extra value of reading a treatise on a 
large series of cases that covers every 
phase of the subject. 

Many surgeons say that private practice 
consumes so much of their time that it is 
impossible for them to write. Later some 
of these men may join a group, but they 
are still too busy. They will always be too 
busy until they learn to set aside time for 
writing. A busy man can accomplish a 
great deal if he budgets his time. One has 
only to look upon the surgical giants of 
the past—Murphy, Halsted, Cushing, the 
Mayos, Crile, Judd, and many others. All 
of these surgeons probably were far busier 
than ninety per cent of the surgeons of 
this day, yet they found time to write, 
and much that they contributed is im- 
portant in surgery today. 

The truth of the matter is that most of 
us are wasting time. Medical papers are 
seldom written during the busy working 
hours. They can be written during the 
long winter evenings, when the family 
has retired and the house is quiet so that 
one can concentrate. Sunday afternoons 
and holidays, or even early morning hours, 
are often used for additional time by sur- 
geons who write books. To write, one must 
be prepared to make sacrifices; but these 
are not overwhelming. All the surgeons 
aforementioned found time for travel and 
recreation. 

Some young surgeons say, “Well, why 
write?” One good reason is that the writer 
himself profits by it; he contributes to his 
own knowledge. Writing medical papers 
compels him. to review his records, and 
a great deal of knowledge may be gained 
from a review of one’s experience, includ- 
ing errors as well as satisfactory results. 

Before starting to write on any subject, 
the surgeon must be thoroughly familiar 
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with the literature. He may read ten, 
twenty or fifty articles on the subject. The 
literature may sometimes be quickly re- 
viewed by a study of abstracts, such as is 
presented by Priors. Most of the large 
medical libraries-in one’s own state or the 
Surgeon General’s library at Washington 
are glad to help. 

A requisite for admission to many im- 
portant surgical organizations is the con- 
tribution of one or more articles to the 
medical literature. Surgeons have failed 
to gain admission to national surgical so- 
cieties because they have failed to write, 
to teach, or to do postgraduate study and 
show evidence that they were keeping 
abreast of the times. 

Unlike most other professions, the medi- 
cal profession prides itself on having no 
secrets. Therefore, if any surgeon has in- 
formation that may benefit mankind and 
fails to publish his knowledge, he is dere- 
lict in his duty to his colleagues and to his 
fellowman. 

I have always found it a source of 
pleasure to encourage and assist young 
men in preparing contributions to the 
medical literature. In several instances it 
has been surprising to see how valuable 
these contributions have proved to the 
young writers themselves. Not infrequent- 
ly their articles have helped them to gain 
recognition in military service or have re- 
sulted in hospital appointments. 

There is a certain pardonable pride and 
a sense of satisfaction in seeing a job well 
done and receiving the recognition that 
goes with it. I shall always remember the 
pleased expressions on the faces of young 
surgeons whose reprints have been re- 
quested by a prominent surgeon or a med- 
ical school library. My own experience as 
a young author held a satisfying experi- 
ence. It was my misfortune to fail to pass 
the entrance examinations for Harvard 
Medical School, but a few years later I 
received a request from the late Dr. 
George Minot for some reprints which he 
wished to use in teaching his students. 

As a former newspaper man, I was 
taught that in order to catch and hold the 
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reader’s attention the facts of the story 
had to be placed in the first paragraph, 
later to be enlarged upon. A method of 
“streamlining” papers has been used, in 
which the conclusions were presented at 
the beginning; the usual references and 
the review of the basic sciences, were 
mitted, and the main facts were then 


EDITORIAL 


highly elaborated upon. 

The surgeons of the International Col- 
leg may well draw inspiration from the 
Founder of the organization, Dr. Max 
Thorek, who is also the editor of its jour- 
nal. His contributions to surgery have 
proved valuable, informative and stimu- 
lating to surgeons all over the world. 


oo 
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I X° Congresso 
Colégio Internacional de Cirurgides 


Aviso Aos Membros do Coleégio 


A Comissao organizadora do IX Congresso do C.I.C. a realizar-se em Sao Paulo, 
Brasil, em 1954, por meio déste faz saber a todos os interessados que é inteiramente 
inconveniente antecipar a data de 26 de abril-2 de maio, 1954, marcada para a sua 
realizacéo, para a de fevereiro ou margo de 1954, conforme solicitacaéo de varios ele- 
mentos do grupo norte-americano. 

O IX Congresso do C.I.C. esta sendo planejado para ser uma das mais briliantes 
comemoracées culturais do grupo dos festejos do IV Centenario de Sao Paulo, devendo 
atrair a capital do Estado de Sao Paulo cerca de 2.500 Congressistas. 

O Governo de Sao Paulo, empenhado em que os festejos do IV Centenario constituam 
oportunidade para que nossos ilustres visitantes fiquem con- 
fortavelmente instalados, e possam ter a mais agradavel per- 
manencia em nossa capital, esta estimulando a construcao de 
3 novos hotéis, que serao inaugurados justamente em abril de 
1954. 

Assim, pois, em fevereiro ou marco, 1954, a situacao para 
hospedagem em Sao Paulo para um grande grupo de Congres- 
sistas, é identica a atual, isto é, dificil e deficiente, ~ 
sendo necessario espalhar os Congressistas em mui- 
tos pequenos hotéis, e sendo maior o grupo, alguns 
necessitando instalar-se em hotéis que nao possuem 
condicdes minimas de conforto. 

Por outro lado, o Governo de Sao Paulo esta provi- 
denciando para o ano de 1954 grandes empreendi- 
mentos, que tornarao o turismo ao nosso Estado 
muito mais agradavel; assim, a segunda pista da 
aoto-estrada Sao Paulo-Santos, que abreviara a 
viagem, tornando o passeio mais seguro e agradavel. 

Assim também, a instalacgéo de uma Feira Inter- 
nacional de A mostras, no Parque Ibirapuera, que 
permitira aos visitantes apreciar o desenvolvimento 
da industria de todas as partes do mundo. 

Assim também o governo de Sao Paulo esta fa- 
zendo apressar as obras da cidade Universitaria, em 
Butanta, e outras obras grandiosas, nas quais varios 
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grande s saldes de conferencias serao feitos, para permitir lugares 
adequados a reunides de grandes Assembléas. 

Finalmente, a Comissao organizadora do IX Congresso do Colégio 
Internacional de Cirurgides, desejando dar aos visitante uma opor- 
tunidade excepcional para verem floridas numerosas espécies brasi- 
leiras, entrou en entendimentos com sociedades de colecionadores de 
orquideas, como o Circulo Paulista de Orquidofilos, para que eles desde 
ja preparem suas plantas para florirem justamente em Abril, 1954. 

A Comissao organizadora do IX Congresso, lastimando nao poder atender ao pedido 
do simatico grupo de congressistas norte-americanos, pelos motivos acima expostos, 
espera ter o prazer de recebé-los em Sao Paulo, cordialmente, em abril de 1954, dese- 
jando desde ja que tenham os mesmos no Brasil uma estadia agradavel, ao mesmo 
tempo que realizando um Congresso social e cientifico digno das credenciais do C.I.C. 

Os temas oficiais escolhidos foram os seguintes: 

1) Experiencias com a Socializacéo da Medicina nos diversos paises. 

2) Novas aquisigdes da Radiologia com contrastes nas varias especialidades cirurgi- 
cas): a) Neuro-Cirurgia b) Sistema cardio-vascular c) Endocrinologia d) Aparelho 
respiratorio e) Aparelho Urinario f) Tubo digestivo g) Ortopedia h) Ginecologia. 

3) Experiencia com o uso de antibioticos em todos os ramos da cirurgia: a) Neuro- 
Cirurgia b) Sistema cardio-vascular c) Aparelho respiratério d) Aparelho Urinario 
e) Tubo digestivo f) Ortopedia g) Ginecologia. 

Ulteriormente, depois de esolhidos os relatores para os temas oficiais, e eleitos os 
convidados de honra, novos avisos serao feitos por intermédio do Journal, a todos os 
interessados. 

Todos os que desejarem participar do IX Congresso Internacional em Sao Paulo, em 
abril de 1954, queiram com antecedencia escrever para 0. 


Prof. Dr. Carlos Gama. 
Praca Ramos Azevedo, 209-70, andar 
Sao Paulo, Brasil. 


Organizing Commission 


Carlos Gama Fernando Luz Filho 

José Avelino Chaves Benjamin Rocha Sales 
Oscar Cintra Gordinho Elpidio V. Cannabrava 
Eurico Branco Ribeiro Pedro Falcao 

Rodolpho de Freitas Membros Brasileiros do 
A. C. Vicente Azevedo “Board of Trustees” 
Emanual Marques Porto J. M. Cabello Campos 


Lucas M. Machado Tesoureiro do 
José Médicis Capitulo Brasileiro 
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North-Central Division to Meet in St. 
Louis: A regional meeting of the North-Cen- 
tral Division will be held at the Statler Hotel 
in St. Louis, March 30, 31 and April 1, under 
the chairmanship of Dr. Roland Klemme. 
Operative clinics will be held in the morn- 
ing of the first day at De Paul, Deaconess, 
St. Mary’s, St. Luke’s, St. John’s, Missouri 
Baptist, Homer Phillips and Barnes hospi- 
tals, and dry clinics in the afternoon at Jew- 
ish and Missouri Baptist hospitals. 

Among the out-of-state speakers at the 
scientific sessions on the second and third 
days will be the following: Doctors M. R. 
MacCharles of Winnipeg, Kenneth Sawyer of 
Denver, Angus Cameron of Minot, North 
Dakota, T. A. Watson of Saskatchewan, 
Harvey Billig of Los Angeles, Hampar 
Kelikian of Chicago, Harry H. McCarthy of 
Omaha, R. W. Gifford of Rochester, Prof. 
Manuel Manzanilla of Mexico City, and 
Mario Michael Zamora of La Paz, Bolivia. 


Regional Meeting in Chicago May 5 and 6: 
Plans are being completed for a two-day re- 
gional meeting to be held at the Congress 
Hotel in Chicago on May 5 and 6 under the 
chairmanship of Doctors Karl Meyer, Ray- 
mond W. McNealy, and Walter C. Bornemeier, 
with Dr. Peter Rosi as chairman of the Com- 
mittee on Arrangements. On the first day 
registration will be held from 8 to 9 a.m., fol- 
lowed by a scientific discussion period until 
noon. Luncheons will be held on both days, 
also afternoon scientific sessions. There will 
be a banquet on the second evening. 

On the morning of the second day, May 6, 
there will be clinics at Cook County Hos- 
pital from 8 o’clock until Noon. The plan is 
to have surgery from 8 to 10 o’clock in all 
the operating rooms, and discussion of gen- 
eral surgical problems in the surgical amphi- 
theater from 10 to 12 o’clock. In the medical 
amphitheater from 10 to 12 there will be a 
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panel on trauma with the members of the 
fracture and orthopedic departments and 
specially invited visitors participating. 
Among the operative programs planned for 
the early morning period will be reconstruc- 
tive surgery of the nose, eye surgery, gyn- 
ecology, urology and obstetrics. Separate 
clinics will follow the operative demonstra- 
tions in each specialty. 

Among the programs planned for the sci- 
entific sessions at the hotel are a symposium 
on thyroid problems with Dr. Arnold Jackson 
as moderator and a symposium on the peptic 
ulcer problem with Dr. McNealy as modera- 
tor. Among the other subjects to be pre- 
sented will be the following: 

Surgery for Superior Vena Cava Obstruc- 

tion—Dr. George Holmes 

Stenosing Tenovaginitis — Dr. Leo F. 

Miller 

Controversial Thyroid Problems — Dr. 

Claude J. Hunt 
Lyzozyne Studies in Malignancy — Dr. 
Samuel J. Fogelson 

The Prevention of Non-union in the Treat- 

ment of Fractures 

Technic of Thyroidectomy or Dissection 

of the Recurrent Laryngeal Nerve—Doc- 
tors T. C. Davison and A. H. Letton 

Thyroidectomy, Indications and Pitfalls— 

Dr. W. M. Skiff 
Vesico-vaginal Fistula — Dr. Norman F. 
Miller 


Herbert Acuff Memorial Meeting to be 
Held in Knoxville: The Southeastern Divi- 
sion will hold a Herbert Acuff Memorial 
Meeting in Knoxville, Tennessee, with head- 
quarters at the Andrew Johnson Hotel, on 
April 24 and 25, under the chairmanship of 
Dr. Park Niceley. Speakers on the first morn- 
ing will include Doctors Harwell Dabbs of 
Lynch, Kentucky, Gilbert Douglas of Bir- 
mingham, David Boyd of Boston, Ray M. 
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Bobbitt of Huntington, West Virginia, and 
Jeff Bowers of New York. On the first after- 
noon there will be a panel discussion of 
“Management of Gastrointestinal Hemor- 
rhage,” with Dr. B. T. Beasley of Atlanta as 
moderator, followed by a memorial service 
for Dr. Acuff. The banquet will be at the 
Cherokee Country Club. On Saturday morn- 
ing Dr. Neal Owens of New Orleans will 
speak on “Surgical Management of Carci- 
noma of the Head and Neck,” followed by a 
symposium on “Isotopes in Medicine” with 
Dr. Marshall Brucer of the Oak Ridge Iso- 
topic Research Hospital as moderator. In 
the afternoon there will be trips to Oak 
Ridge and Norris Dam, golf and other ac- 
tivities. 


Argentine Section Grants Fellowship Serv- 
ices: During the year 1952 the Argentine 
Section of the International College of Sur- 
geons granted the following Fellowship Serv- 
ices: Three to the Institute of Plastic 
Surgery and Tuberculosis, Director Prof. 
Jorge A. Taiana, M.D.; one to the Institute 
of Experimental Medicine, Director Prof. 
Abel N. Canonico, M.D.; one to Polyclinic 
Ramos Mejia, Department of Prof. Normade 
Arenas, M.D.; one to Polyclinic Rawson, De- 


partment of Prof. Ricardo Finochietto, M.D.; 
and one to Polyclinic Ramos Mejia, Depart- 
ment of Prof. Carlos M. Casco, M.D. 


Austrian Section Elects New Officers: 
Newly elected officers of the Austrian Sec- 
tion of the International College of Surgeons 
are as follows: President, Prof. Dr. L. Schon- 
bauer; Vice President, Prof. Dr. Th. Antoine; 
Secretary, Prof. Dr. F. Mandl; Treasurer, 
Prof. Dr. R. Oppolzer. The next meeting of 
the Austrian Section is scheduled for May 
29 and 30, 1953. The main subject will be 
Surgery of the Gallbladder and Biliary Pas- 
sages. 


French Government Honors Spanish Sec- 
tion Member: Prof. Alfonso de la Pena of 
Madrid has been honored by the French Gov- 
ernment with the distinction of Chevalier of 
the Legion of Honor. 


German Surgical Society to Hold 70th 
Meeting in April: The German Surgical So- 
ciety announces that its seventieth meeting 
will be held in Munich April 7 to 11. The 
meeting will be held under the presidency 
of Prof. Dr. E. Borchers, to whom inquiries 
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should be sent at Luisenhospital, Aachen, 
Germany. The principal themes to be dis- 
cussed are: 


1. Surgery of the Sympathetic Nervous 
System by M. Schneider of Koln and 
W. Block of Berlin. 

Fractures of the Lower Extremity by 
H. Burkle de la Camp of Bochum, L. 
Bohler of Vienna, H. Junghanns of 
Oldenburg and C. Reimers of Wup- 
pertal. 

Surgery of the Large Bowel by N. 
Guleke of Weisbaden and R. Zenker 
of Marburg. 

Surgery of the Esophagus by E. K. 
Frey of Munich and R. Nissen of 
Basel. 

Partial Resection of the Kidney by C. 
E. Alken of Hamburg. 


Compression of the Nerves of the Neck 
at the Spinal Foramina and Their 
Treatment by R. Geibendorfer of 
Frankfort. 

Psychosurgery by T. Riechert of Frei- 
burg. 

Advances and Experiences in Control- 
ling Reduction of Blood Pressure by 
R. Frey of Heidelberg. 


News from Haitian Section: Dr. C. Pierre- 
Louis of Port-au-Prince, Haiti, represented 
the Haitian Medical Association and the 
Haitian Section of the International College 
of Surgeons at the Medical Congress of the 
Carribean Countries of the French Language 
in Fort de France, Martinique, last October, 
and presented a paper. He states that it was 
decided that the next Congress would be held 
at Port-au-Prince in December, 1953, and the 
Haitian Section of the College will naturally 
participate actively in the planning and con- 
duct of the meeting. 


Netherlands Section Announces Appoint- 
ments: From the office of the Netherlands 
Section comes news of the appointment of 
Dr. O. Verbeek from Eindhoven as head of 
the University Orthopedic Clinic in Amster- 
dam on February 1, and of Dr. J. Glazenburg, 
Secretary of the Section, as Consulting Sur- 
geon of the Amsterdam Deaconess Hospital 
for general and thoracic surgery, and also 
as a member of the official committee on 
standardization of operating departments for 
the Netherlands. 
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Argentine Section Reports Activities: At 
the last meeting of the Argentine Section of 
the International College of Surgeons in 
November the entire Executive Council and 
the regents representing the specialties were 
reelected. Officers for the period 1952-54 are 
as follows: President, Dr. Jorge A. Taiana; 
First Vice President, Dr. Augusto Wybert; 
Second Vice President, Dr. Carlos Bergara; 
Secretary, Dr. Abel N. Canonico; Recording 
Secretary, Dr. Jose M. Pelliza; Treasurer, 
Dr. Roberto A. Goyenechea. Other members 
of the Council are Drs. Federico Puntarelli, 
Victorio A. Aracama Zorraquin, Carlos P. De 
Nicola, Juan Manuel Tato, Alberto P. Raf- 
faele, and Guillermo Bizzozero. Permanent 
national regents are Drs. Baraldi, Del Valle, 
Rivas, Taiana and Urrutia. 

The first scientific session of the year 1953 
was held from January 25 to February 1 in 
the Gobernacion Militar of Comodoro Riva- 
davia. The program was correlated by Drs. 
Carlos P. De Nicola, Jorge Alberto Ferreira, 
Alberto Lemos and the administrator of the 
Argentine Chapter, Carlos A. Irianni. Dur- 
ing the week five surgical clinics and two 
scientific sessions were held. This first trip 
to the interior of the country from the capital 
city met with considerable success and will 
be repeated in the course of the year to 


Wednesday—April 8, 1953 
10 a.m. Official Opening of 
Congress 


Scientific Papers 
8 p.m. Official Reception 


Scientific Papers: 


Thursday—April 9, 1953 
8 a.m. Surgical Demon- 
strations 
2 p.m. Presentation of p.m. Scientific Papers 
p.m. Surgical Motion 
Pictures 


MARCH, 1953 


spread the benefits of the College to all of 
the members. 


Seventh Peruvian Congress of Surgery 
Held in Lima: Dr. Gerardo Lozada, President 
of the Organization Committee, has an- 
nounced the holding in Lima from March 
1 to 5 of the Seventh Peruvian Congress of 
Surgery, and in the city of Piuria on March 
7 and 8 a meeting of the local chapter. The 
Congress was held under the auspices of the 
Government of Peru. Among the surgeons 
who served on the commitees which planned 
the program was Dr. Alberto Sabogal, Secre- 
tary of the Peruvian Section of the Inter- 
national College of Surgeons. 


French and Netherlands Sections to Meet: 
Dr. G. Chapchal, President of the Nether- 
lands Section of the International College of 
Surgeons, announces that a meeting of the 
French and Netherlands Sections will be held 
on April 8, 9 and 10 at the Koninklijk Insti- 
tut voor de Tropen, Mauritskade, Amster- 
dam. The program will include demonstra- 
tions of operative technic, the showing of 
scientific films, and presentation of papers 
on various surgical indications and technics. 
The program, in English and in French, is 
here presented: 


Friday—April 10, 1953 

8 a.m. Surgical Demon- 
strations 

2 p.m. Scientific Papers 
7 p.m. Banquet 


1. Open discussions on subjects of General Surgery, including all specialties (limited to 


10 minutes for each presentation). 


Specific Scientific Papers (15 min.) on the following subjects: 


a. Adrenalectomy: 
Indications; technics; results 


b. Transplantation of the Ureters into the Colon: 


Indications; technics; results 


c. Surgery of the carotid arteries and carotid regions. 


d. Arthroplasties of the Hip: 
Indications; technics; results 


3. Surgical Motion Picture Session (16) mm. films) presented by various authors, fol- 


lowed by discussion. 


Official Languages of the Congress: French and English. 


For Surgical Demonstrations: Register at Bureau of the Congress (April 8). 
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Fees: a. Registration Fee—15 Hfl guldens 
b. Banquet—Hfl 25 guldens 
Payments to be made at the Bureau of the Congress. 


Program for the Ladies: This will include visits to the city of Amsterdam, the Museums, 
and the picturesque surroundings of Amsterdam. The program is obtainable at the 
Bureau of the Congress. 


Bureau of the Congress: Koninklijk Instituut voor de Tropen, Mauritskade: Open on April 
8 from 9 a.m. to 6 p.m. and on April 9 from 2 to 6 p.m. . 


Registration: Please address all communications, as well as a short résumé of scientific 
papers, to the Secretary of the Dutch Section, Dr. J. Glazenburg, 19 J. W. Brouwer- 
splein, Amsterdam-Z., before March 15, 1953. 


MERCREDI 8 AVRIL 1953 JEUDI 9 AVRIL 1953 VENDREDI 10 AVRIL 1953 


10 h. Ouverture officielle du 8 h. Séances opératoires 8 h. Séances opératoires 
Congrés 14 h. Communications 14 h. Communications 

14 h. Communications 19 h. Séance de cinéma chir- 19 h. Banquet de cléture 

20 h. Réception officielle urgical 


Communications: 
1. des communications libres (10 minutes) sur des sujets de chirurgie genérale, toutes spé- 
cialités comprises. 
2. des communications orientées (15 minutes) sur les sujets suivants: 
a. La surrenalectomie: 
Indications; techniques; résultats. 
b. L’anastomose uretero-colique: 
Indications; techniques; résultats. 
c. Chirurgie des carotides et des régions carotidiennes. 
d. Arthroplasties de la hanche: 
Indications; techniques; résultats. 
. une séance de cinéma chirurgical avec films 16 mm. pérsentés par leur auteur et discus- 
sion. 


Langues officielles du Congrés: francais et anglais. 
Séances Opératoires: par inscription. Listes au bureau du congrés (8 Avril). 


Frais: a. frais d’inscription: Hfl. 15.— 
b. participation au banquet: Hfl. 25.— 
Paiement 4 Amsterdam bureau du congrés. 


Programme des Dames: Le programme des Dames congressistes comportant des visites de 
la ville d’Amsterdam, des musées, des environs pitoresques d’Amsterdam etc. se trou- 
vera au bureau du congrés. 


Le Bureau du Congrés: Koninklijk Instituut voor de Tropen, Mauritskade est ouvert: 8 
Avril de 9 4 18 h. et 9 Avril de 14 418 h. 


Inscription: Priére d’adresser votre réponse ainsi qu’un court résumé de la communication 
au secretair de la Section Neerlandaise: Dr. J. Glazenburg, 19 J. W. Brouwersplein, 
Amsterdam-Z. avant le 15 Mars 1953 sur la carte d’inscription ci-jointe. 
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World Medical Association to Hold First 
Western Hemisphere Conference: Dr. 
Louis H. Bauer, President of the American 
Medical Association, recently said that 
“the length of human life in the United 
States has doubled—for Americans as a 
whole since our nation was founded and 
for the industrial population within just 
the past 75 years.” Dr. Bauer announced 
that in recognition of this achievement the 
World Medical Association, of which he is 
secretary-general, is calling its first west- 
ern hemisphere conference. The event will 
be held in Richmond, Virginia, from April 
23 to 25, 1953. Meeting jointly with the 
World Medical Association at the confer- 
ence will be the Pan American Medical 
Confederation of which Dr. José Angel 
Bustomante of Havana, Cuba, is president. 


1953 Scholarship in Plastic and Recon- 
structive Surgery: The Foundation of the 
American Society of Plastic and Reconstruc- 
tive Surgery announces the regulations of 
the Fourth Annual Scholarship Contest. The 
details are as follows: 

1. The contest is restricted to residents in 
training and plastic surgeons who have been 
in practice no longer than five years. 

2. Two main prizes are offered, each con- 
sisting of a six-month scholarship in plastic 
surgery with active assistantship and full 
maintenance in a number of selected leading 
services. 

3. The essay must be the result of some 
original, research, either clinical or labora- 
tory, in plastic and reconstructive surgery 
and about 5,000 words in length. 

4. Traveling expenses between the services 
in the United States will be allotted. 

5. A silver plaque or certificate of honor- 
able mention is also offered for a winning 
essay in the Senior Classification by con- 
testants active in practice of plastic and 
reconstructive surgery for more than five 
years. 7 

6. Manuscripts will not be accepted by the 
Award Committee after Aug. 1, 1953. The 
winning essays will appear on the program 
of the annual meeting of the American So- 
ciety of Plastic and Reconstructive Surgery 


to be held at Coronado, California, November 
2 to 6, 1953. For further information write 
to the Award Committee, c/o Jacques W. 
Maliniac, Chairman, 30 Central Park South, 
New York, 19, New York. 

The winners of the 1952 scholarship 
awards in plastic surgery were as follows: 
John Frederick North, M.D., Oxford, Eng- 
land, on “The Use of Preserved Heterografts 
of Cartilage (Bovine) in Plastic Surgery”; 
J. William Littler, M.D., New York, on “The 
Neurovascular Pedicle Method of Digital 
Transposition for Subtotal Reconstruction of 
the Thumb”; Raymond O. Brauer, M.D., Hou- 
ston, Texas, on “A Consideration of the Le 
Mesurier Technic of Single Harelip Repair, 
with a New Concept as to its Use in Incom- 
plete and Secondary Harelip Repair”; Sten 
Stenstrom, M.D., Stockholm, Sweden, on “A 
New Form of Direct Flap Procedure”; and 
C. R. McLaughlin, M.D., East Grinstead, Sus- 
sex, England, on “Surgical Support in Perm- 
anent Facial Paralysis.” 


Bronchoesophagology Course Announced: 
The next bronchoesophagology course to be 
given by the University of Illinois College 
of Medicine is scheduled for the period 
March 16 through March 28, 1953. The 
course is under the direction of Dr. Paul 
H. Holinger. Dr. Francis L. Lederer is Pro- 
fessor and Head of the Department of Oto- 
laryngology at the College. Interested reg- 
istrants will please write directly to the 
Department of Otolaryngology, University 
of Illinois College of Medicine, 1853 West 
Polk Street, Chicago 12, Illinois. 


Mellon Institute Reports Progress of 
Orthopedic Appliances Program: The 
Mellon Institute of Industrial Research, 
University of Pittsburgh, announces the 
free availability of a new publication, “The 
Orthopedic Appliances Program at Mellon 
Institute — The First Five Years” by 
George H. Young, Ph.D. The publication 
is a reprint from the September, 1952, is- 
sue of Orthopedic and Prosthetic Appli- 
ance Journal. The reprint may be ob- 
tained from the Mellon Institute, 4400 
Fifth Avenue, Pittsburgh 13, Pennsyl- 
vania. 
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Congress of Orthopedics and Traumatolo- 
gy to be Held in Brazil: Address the Secre- 
tary General of the Congress of Orthopedics 
and Traumatology, Praca Floriano, 31—3° 
andar—sala 303, Rio de Janeiro, Brazil, for 
particulars concerning the Congress which 
will be held in that city from July 19 to 26, 
1953. The meeting place will be the Hotel 
Quitandinha, Petropolis. 


Residency in Orthopedic Surgery Wanted: 
A Cuban physician desires residency in or- 
thopedic surgery in the United States. Hos- 
pitals which have such an opening, please 
communicate with the Secretariat of the In- 
ternational College of Surgeons, 1516 Lake 
Shore Drive, Chicago 10, Illinois. 


Residency in Thoracic Surgery Wanted: 
Hospitals which have a residency in thoracic 
surgery, please communicate with the In- 
ternational College of Surgeons. The person 
interested in such a residency is a Fellow 
of the Argentinian Section of the Inter- 
national College who is specializing in this 
field and would like to have a Fellowship to 
enable him to complete his training. His 
name is Dr. Amadeo J. Pisanu. His address 
is Rivadavia 13824, Ramos Mejia, Argentina. 


Reprints on Stress Research Requested: 
From Dr. Hans Selye, Professor and Direc- 
tor of the Institute of Experimental Medicine, 
and Dr. Alexander Horava, co-author of An- 
nual Reports on Stress, comes the following 
request, which may be of interest to many 
members of the International College of Sur- 


geons: 
Editor, Journal of the International Col- 
lege of Surgeons: In perusing the current 
literature with which your journal is con- 
cerned, we note that an ever increasing num- 
ber of its articles deals with problems per- 
taining to research on “stress” and the 
so-called “adaptive hormones” (ACTH, STH, 
corticoids, adrenergic substances, etc.). 
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We are writing you because, in our opin-: 
ion, the success of research in this complex 
and rapidly developing field largely depends 
upon the prompt availability and evaluation 
of relevant publications, a task for which 
we should like to solicit the assistance of 
your readers. 

In 1950, our Institute has initiated the pub- 
lication of a series of reference volumes en- 
titled Annual Reports on Stress (Acta Medical 
Publishers, Montreal) in which the entire 
current world literature is surveyed every 
year (usually between 2,000 and 4,000 pub- 
lications). Up to now, we have had to com- 
pile the pertinent literature partly from 
medical periodicals, monographs, abstract 
journals and partly from reprints sent to us 
by the authors themselves. Of all these, re- 
prints proved to be the best source of data 
which we felt deserved prompt attention in 
our annual reports. Hence, in the past, we 
have sent out several thousand individual 
reprint requests to authors of whom we knew 
that they are currently engaged in research 
on stress and allied topics. Even this pro- 
cedure did not give us the wide coverage 
which would be desirable, because it is ma- 
terially impossible to contact all these au+ 
thors individually and it often takes - too 
much time to get the requested reprints. — 

It is evident that in order to insure prompt 
inclusion of publications in the annual re- 
ports, these surveys must develop into a 
cooperative effort between the authors of 
original papers and the reviewers. This co- 
operation was greatly enhanced of late by 
the publication of announcements, in several 
medical journals, encouraging investigators 
interested in stress research to send us their 
reprints for this purpose as soon as they 
become available. 

We should be grateful if, by the publica- 
tion of this note, you would also bring this 
problem to the attention of your readers. 

Authors of articles dealing with stress re- 
search who are interested in this project may 
communicate with Dr. Selye or Dr. Horava 
at the University of Montreal. 














Die vaginalen Bauchhélen-Operationen. 
By Paul Werner and Julius Sederl. Wien- 
Innsbruck: Urban & Schwarzenburg, 1952. 
Pp. 52, with 120 plates. 

This handbook of pelvic procedures per 
vaginam is destined to receive increasing 
admiration as gynecologists everywhere be- 
come acquainted with it. Its intrinsic excel- 
lence of text and illustration is matched by 
its timeliness in collecting these procedures 
in a single volume. The authors have pointed 
out the lack of such an exposition in the 
modern literature, and their work fills the 
need with distinction. 

In these days of the antibiotics and sul- 
fonamides, pelvic problems are attacked with 
increased confidence, so that experienced 
surgeons are looking upon the abdominal 
approach with greater approval. It is well 
known that this view is held today with re- 
gard to hysterectomy. Specialists are citing 
the low mortality rates of their own and 
other series, as well as the better opportunity 
for exploration by the abdominal route. 

Yet the advantages of the vaginal route 
have always been recognized, and the present 
authors have performed a service in point- 
ing out their import for the present moment. 
In this respect they list the smaller perito- 
neal opening, the absence of postoperative 
shock, the rarity of thrombosis and embo- 
lism, the relative ease of anesthesia, the 
scarcity of pulmonary complications, the ad- 
vantage of early ambulation, the psycholog- 
ical advantages, etc. These are indeed 
weighty considerations, and when added to 
technical mastery can make a vaginal pro- 
cedure the procedure of choice. 

Mastery, of course, is the end purpose 
toward which such a work as the present 
one is directed. The material is presented 
through a series of step-by-step illustrations 
of each procedure, with a detailed exposi- 
tion preceding each series. Twelve proced- 
ures are described in all. These are: open- 
ing the abdemen by the vaginal path; 
vaginal hysterectomy; vaginal total hysterec- 
tomy of the myomatous uterus (morcelle- 
ment); vaginal radial hysterectomy—extir- 
pation of uterus and both adnexa; resection 
of the corpus uteri and supravaginal ampu-: 


tation per vaginam; enucleation of myoma 
per vaginam; extirpation of ovarian cysts 
per vaginam; operation for abdominal preg- 
nancy per vaginam; vaginal sterilization 
operation on the tubes; vaginal antefixation 
of the uterus by shortening and fixing the 
round ligament; vesicovaginal anteposition 
of the uterus, and incision of suppurative 
focus through the posterior vaginal vault. 

An introductory section on instruments 
and preparations gives details of the neces- 
sary equipment, with eight plates showing 
the exact instruments referred to. 

In a work of this kind it is recognized that 
the illustrations share importance with the 
text, and the authors have paid tribute to 
their artists. The major part of the draw- 
ings are by W. Dietz and E. Lepier. A few 
were contributed by R. Endtresser and Miss 
Siber. The plates are all full-page and in 
sepia, most being views of the actual opera- 
tive situation, with a few showing sagittal 
sections. Each is a brilliant example of med- 
ical illustration, combining rare verisimili- 
tude with the essential didactic emphasis and 
clarity. 

This book is highly recommended. 

~ MAX THOREK, M.D. 


Studies on Testis and Ovary, Eggs and 
Sperm; Proceedings of a Conference Spon- 
sored by the Committee on Human Repro- 
duction, National Research Council, in behalf 
of the National Committee on Maternal 
Health, Inc. Edited by Earl T. Engle. Spring- 
field, Ill.: Charles C Thomas, Published, 
1952. Pp. 237. Illustrated. 

The surgeon who is called on to intervene 
in situations of reproductive malfunction 
knows that the problem of infertility is one 
of continuing importance, with continuing 
need for research. For him, the more strident 
controversy concerning planned parenthood 
does not obscure this other side of the coin, 
which represents an even more fundamental 
physical and psychic problem to the indi- 
vidual patient. 

Unfortunately, his own pressing duties 
often cut him off from the multitude of theo- 
retical investigations, keenly as he realizes 
their importance. The present set of papers 
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thus serves an important function in draw- 
ing together various lines of research, so 
that the reader may scan the current prog- 
ress, then examine more closely those lines 
which touch upon his own interest. 

Indeed, the conference reported here per- 
forms this same function in a real and inter- 
national sense. Originating in a few irregu- 
lar discussions prior to 1943, it has become 
an annual event, attracting researchers from 
various parts of the world. The roster of 
conference members, with representatives 
from Europe and South America, attests once 
again to the vitality of international fellow- 
ship in the fields of medicine and health. 


The present set consists of 14 studies, each 
followed by discussion from the floor. The 
various approaches are carefully represented, 
ranging through biochemistry, physiology, 
cytology, anatomy and genetics. The formal 
papers are accompanied by numerous plates, 
drawings, graphs and tables, which have 
the advantage of quality glazed book stock. 
This is especially valuable for the histologic 
material, so important in this connection. 
The discussions from the floor also provide 
invaluable contributions and merit careful 
perusal by anyone interested in a special 
paper. 

With no attempt to make selections among 
these papers on the basis of merit, one may 
say that it seems likely that two, or possibly 
three, will prove of greatest interest to the 
average surgeon. The first of these is an 
investigation of the transport of the ovum, 
in which Dr. Westman (Karolinska Sjuk- 
huset, Stockholm) describes his methods of 
observing the physiologic activity of the 
ovary and oviduct and the suction effect of 
the latter. The subsequent discussion brings 
to light a case in which this action seems to 
have reopened a lumen in the oviduct after 
a Pomeroy sterilization. 


Two other papers are of interest from the 
point of view of biopsy. Dr. Nelson’s paper 
on spermatogenesis in cases of blocked or 
absent efferent ducts presents some very 
illuminating slide material and has an inter- 
esting bearing on rejuvenation procedures. 
He concludes that the testicular morphologic 
picture and spermatogenesis in these cases 
do not differ from the normal. 

A third paper by Taylor, McAuley and 
Engle, presents a method of determining 
ovarian function by a quantitative study of 
ovarian tissue. It has been used to evaluate 
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the function in certain ovaries containing 
tumors and in normal ovaries at different 
ages. This paper is followed by a particu- 
larly thought-provoking discussion on biop- 
sies and the morphologic interpretation of 
ovarian function. 

To those interested in the problems of 
human fertility, we recommend a glance 
through the complete table of contents. 


MAX THOREK, M.D. 


Psychiatry and Medical Education. Re- 
port of the 1951 Conference on Psychiatric 
Education held at Cornell University, Ithaca, 
New York, June 1951. Washington: Ameri- 
can Psychiatric Association, 1952. Pp. 164. 

The editors of this report, John C. White- 
horn, Carlyle Jacobsen, Maurice Levine and 
Vernon W. Lippard, have done a beautiful 
job in presenting the vast collection of ma- 
terial discussed during this conference in a 
“creative document” delineating the present 
role of psychiatry in medical schools and 
the direction of current progress. Medical 
education as it exists today, has evolved from 
teaching in terms of dogma and empiricism 
toward an increasing use of the scientific 
method. Likewise, changes that are being 
made or are advocated have evolved from new 
ideas and practices in the medical field and 
from extensions of the scientific method to 
all aspects of human behavior. Attempts to 
organize knowledge for teaching purposes 
tend toward two somewhat divergent pat- 
terns: first, an encyclopedic scope of knowl- 
edge, and second, an insight into principles 
and the mastery of an effective way of work- 
ing. Nothing that is human is foreign to 
psychiatry. How to integrate the different 
“psychodynamic” theories and _ treatment 
methods into a teaching program remains, 
however, a difficult problem. 

It is impossible to give an abstract of the 
rich material as to both facts and sugges- 
tions in a brief review. Everybody interested 
not only in psychiatric training but in gen- 
eral medical education will find in this book- 
let important data, thought-provoking ideas, 
excellent formulations and valuable sugges- 
tions for the training of better students and 
better doctors, able to meet the needs of the 
community. The publication is a credit to 
the psychiatric profession of this country, 
to the participants of the conference and to 


the editors. 
ERNST HAASE, M.D. 





Die Werheimsche Radikaloperation bei 
Carcinoma Colli Uteri. By P. Werner and 
J. Sederl. Vienna: Urban and Schwarzen- 
berg, 1952. Pp. 40, with 32 tables and 1 il- 
lustration. 22 

This small monograph deals with a timely 
subject. In the preface the authors give a 
historic review of Wertheim’s operation which, 
has come into the limelight in recent years 
in this country because of the articles pub- 
lished by Joe Vincent Meigs. The description 
of the different steps of this procedure is ex- 
cellent, and in the 32 drawings which are 
well reproduced the operation is depicted step 
by step. The technic closely resembles the 
original one described by Wertheim in 1898, 
and extirpation of the uterus together with 
the regional lymph nodes is the procedure used 
in this book. The only glands that are dis- 
sected out after removal of the uterus are 
those in the region of the oburator foramen 
and those surrounding the iliac vessels. When 
a large portion of the vagina is infiltrated by 
cancer, the authors recommend closure of the 
abdominal peritoneal cavity in layers and final- 
ly pulling the uterus with the adnexae before 
the vulva, thus removing the greater part of 
the vagina. Then they perform a colpocleisis. 
They are convinced that in this way contami- 
nation of the peritoneal cavity is avoided. 

In this reviewer’s opinion, this is the best 
and most exact description of the operation 
to be published in recent years. The pictures 
are of excellent quality, and it would certainly 
be desirable if some of our own textbooks on 
operations could use such excellent illustra- 
tions as are found in German books. To the 
gynecologist who wishes to familiarize him- 
self with the details of this operation, this 
highly specialized monograph can be strongly 
recommended. — WerNeR STEINBERG, M.D. 


Handbook of Orthopaedic Surgery. By Al- 
fred R. Shands, Jr., St. Louis: The C. V. Mos- 
by Co., 1952. 4th ed. Pp. 542 with 192 illus- 
trations. 

The logical arrangement of chapters, the 
brevity and clarity of the text and the ease 
of interpretation of the line drawings made 
the first edition of the Handbook of Ortho- 
paedic Surgery popular as a textbook for medi- 
cal students. Each succeeding edition has 
included improvements and additions. 

In this revision, published as a fourth edi- 
tion, most of the drawings of roentgenograms 
have been replaced by direct contact prints 
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of roentgenograms. This is a definite im- 
provement. Ten short sections were added 
for the fourth edition, and these include brief 
discussions of arachnodactyly, vitamin dis- 
turbances and skeletal changes, gargoylism, 
Morquio’s disease, fibrous dysplasia, brucel- 
losis, gout, herniation of the fascial fat in 
the lower part of the back, the foot of the 
normal child, and radiohumeral subluxation 
in children. 

The Handbook of Orthopaedic Surgery has 
grown in size, but it still does not include 
details of surgical and plaster technics and 
remains in the “handbook” class of publica- 
tions. Its popularity will undoubtedly in- 
crease as a result of the publication of this 
new edition. It must be accepted as one of 
the best texts available for the use of the 
medical student and the general practitioner. 

EDWARD L. COMPERE, M.D. 


Gynecologic and Obstetric Pathology with 
Clinical and Endocrine Relations. By Emil 
Novak. Philadelphia: W. B. Saunders Com- 
pany, 1952. Pp. 595, with 630 illustrations. 

This well-known book now appears in its 
third edition. In order to bring it up to date 
it was subjected to considerable revision, 
some of the revisions being minor alterations 
and additions and other completely rewritten 
sections. The section on vaginal smear di- 
agnosis has been rewritten, and in the chap- 
ter on cancer of the cervix, carcinoma in situ 
and the new clinical classification of cervical 
malignant disease are presented. The author 
now includes a short but interesting discus- 
sion of gynandroblastoma, virilizing hilus 
cell tumors, and the homologic aspects of 
certain ovarian and testicular tumors, in the 
chapter on arrhenoblastoma of the ovary, etc. 
The section on abnormalities and diseases 
of the placenta, which is written by L. M. 
Hellman, has likewise been revised. In ad- 
dition to all this, Dr. Novak added an entirely 
new chapter dealing with common mammary 
lesions of gynecologic interest. 

The illustrations, which have been a re- 
markable feature in former editions, have 
also been subjected to changes that improve 
the book. In addition to the replacement of 
some illustrations by others that are con- 
sidered superior, this new edition has a net 
increase of 92 pictures, which virtually 
makes it function like an atlas. This book 
should be included in the library of all ob- 
stetricians and gynecologists. 

ALFRED A. KoBAK, M.D. 
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Poliomyelitis. Papers and Discussions 
Presented at the Second International Polio- 
myelitis Conferencé. Philadelphia: J. B. Lip- 
pincott Company, 1952. Pp. 555. 

The material presented here is a compre- 
hensive, detailed discussion of present-day 
knowledge of poliomyelitis, presented in the 
fields of research and clinical medicine the 
world over. The discussion took place in 
September 1951 at the University of Copen- 
hagen. 

The text opens with a symposium on the 
virus and its interaction with the host cell. 
This is followed by a review of the pathologic 
and pathophysiologic aspects of the disease. 
Next follows an excellent description of the 
Coxsackie virus, including its properties and 
the immunologic epidemiologic and clinical 
aspects. A complete consideration of the 
differential diagnosis follows; in this section 
are some highly interesting descriptions of 
original, recent work on complement fixations 
and immunologic classifications. The next 
section reviews and brings up to date the 
treatment, including early medical care, 
physical therapy, reconstructive surgery and 
also the social and psychologic aspects in- 
volved. The discussions end with considera- 
tion of the immunity, resistance and ecologic 
background of poliomyelitis. In a separate 
section are found reproductions, including 
photographs, charts, comments, etc., on all 
of the scientific exhibits shown at the con- 
ference. 

In reading through the text one cannot 
help but be impressed by the tremendous 
amount of original research work that has 
been condensed into these comparatively few 
pages. Certainly there is no question as to 
the value of the contents. Anyone who comes 
into contact with poliomyelitis in any of the 
various phases of research or clinical medi- 
cine must be familiar with the material pres- 
ented here. 

ALLAN B. HIRSCHTICK, M.D. 


Neurosurgery 
Adrien Ver Brugghen. 


in General Practice. By 
Springfield, IIL: 


Charles C Thomas, Publisher, 1952. Pp. 665. 

The stated purpose of this book is to help 
the general practitioner with his neuro- 
surgical problems. The author tells how to 
decide whether a patient presents a neuro- 
surgical 


problem and what the general 








NEW BOOKS 


practitioner may reasonably expect the 
neurosurgeon to accomplish. It is fitting that 
approximately one-fourth of the book is de- 
voted to the problems of traurna. This is the 
best organized and best written section. 
Some of the illustrative histories of cases 
of head injury (those not identified by the 
initials of the patient) obviously are not his- 
tories of individual patients but of. so-called 
typical cases with composite symptoms and 
observations. The consideration of other as- 
pects of neurosurgery follows no definite 
plan and obviously represents what the au- 
thor believes to be the most important neuro- 
surgical conditions met with by the general 
practitioner. The many illustrative histories 
are well chosen and clearly and concisely 
presented. 

The style is concise and simple. The pres- 
entation is dogmatic, often extremely so. 
This is obviously for the sake of emphasis 
but, in the opinion of this reviewer, is often 
overdone. In the main the opinions of the 
author, though obviously his own, are those 
held by the majority of neurosurgeons. Oc- 
casionally statements are made which are 
contrary to the experience of many other 
neurosurgeons; for example, the statement 
on page 215: “There is no way of relieving 
the patient with post-herpetic neuralgia in 
the trigeminal area.” Again, some will dis- 
agree with the statement on page 249 that 
chronic poliomyelitis and progressive mus- 
cular atrophy are synonymous with amyo- 
trophic lateral sclerosis. 

The format of the book is excellent. The 
type is large and pleasing, and most of the 
illustrations are well chosen. The micro- 
photographs of cross sections of the spinal 
cord on pages 247, 249 and 251 should not 
have been reversed in the traditional German 
fashion (with the ventral aspect of the cord 
at the top) without a note of explanation, 
especially since the diagrammatic cross sec- 
tions of the spinal cord on pages 229 and 244 
are presented in the traditional English fash- 
ion, with the posterior aspect of the cord at 
the top of the section. 

This book should be of great interest and 
value to every general practitioner. Medical 
students will profit by reading it, although 
its organization does not make it suitable for 
a textbook. 

HAROLD C. Voris, M.D. 





Abstracts from Current Literature 





Local Recurrenee Following Subtotal Resec- 
tion for Gastric Carcinoma. Thomson, F. 
B., Robins, R. E.: Bull. Vancouver Med. 
Assn. 28:166, 1952. 


In an attempt to determine why subtotal 
gastrectomy fails to prevent local recurrence 
of gastric carcinoma, the authors have stud- 
ied the postmortem reeords of 28 cases. The 
shortcomings of this operative procedure 
might best be indicated, in their opinion, by 
a study of the incidence of local recurrence 
in gastro or duodenal stumps and in the 
immediate lymphatic drainage (from the gas- 
tric bed or the immediate perigastric tissues, 
including the entire pancreas). 

Recurrence of carcinoma in the gastric 
stump is sufficiently frequent to suggest that 
resections are too often done through in- 
volved gastric tissue. McNeer and his co- 
workers, reported such recurrence in 50 per 
cent of cases. Coller and Kay found carci- 
noma at the line of gastric section in 24.5 
per cent of surgical specimens examined. 
These and other reports are supported by 
the present authors’ figures and indicate that 
the line of gastric section is too low in rough- 
ly 30 per cent of cases. Thomson and Robins 
are not inclined to advocate total gastrec- 
tomy as the solution to this problem, because 
its value in this disease is still unproved and 
its functional and nutritional disadvantages 
are undisputed. In the 70 per cent of gastric 
carcinomas that occur in the prepyloric area, 
subtotal resection 2 inches (5 cm.) beyond 
all gross evidence of infiltration should be 
adequate. 

The duodenal stump is also an important 
site of local recurrence. This is confirmed 
by the demonstrations of Coller and Kay, 
who reported duodenal involvement in 26 per 
cent of surgical specimens of pyloric carci- 
noma. McNeer noted recurrence in the duo- 
denal stump in 15 per cent of autopsies after 
partial gastrectomy, and the present smaller 
series yielded 3 cases (11 per cent). Cer- 
tainly the entire first portion of the duo- 
denum must be resected in any partial gas- 
trectomy for carcinoma of the pyloric end 
of the stomach if recurrence of the growth 
in the duodenal stump is to be prevented. 

Local recurrence in the gastric bed is even 
more frequent. This and other series indi- 


cate that over 50 per cent of recurrent lesions 
appear in the local lymphatic drainage area. 
It seems likely that this area is microscop- 
ically involved at the time of resection and 
is not secondary to recurrence in gastric or 
duodenal stumps. The lymphatic drainage 
of the stomach is known to traverse the peri- 
pancreatic tissues largely, particularly about 
the head of the pancreas, as the studies of 
Coller and Kay have demonstrated. This 
major portion of the immediate lymphatic 
gastric drainage is technically inseparable 
from the pancreas itself, and local recur- 
rence of carcinoma in this area can be sig- 
nificantly reduced only by the addition of 
total pancreaticoduodenectomy to the radi- 
cal operative treatment, in selected cases of 
carcinoma of the stomach. The feasibility 
of such a radical attack is as yet undeter- 
mined. 
THOMAS WILENSKY, M.D. 


Cancer of the Hypopharynx and Its Surgical 
Treatment. Raven, R. W., Brit. M. J. 1:951, 
1952. 

It is often difficult to determine the origin 
of tumors of the hypopharynx, especially 
when they involve large areas. They may 
originate from the epiglottis, the glosso-epi- 
glottic fold, the aryepiglottic fold, the pyri- 
form fossa, the posterior wall or the 
postcricoid region. They are usually very 
malignant and of a squamous-cell ulcerating 
type. 

The earliest symptoms are usually vague 
and difficult to describe with accurary. Often 
the sensation of a foreign body in the phar- 
ynx is present, and there is a constant desire 
to clear the throat. As the disease progresses, 
definite symptoms are experienced, such as 
dysphagia, dyspnea, hoarseness and periodic 
cough. On occasion the lymphatic metastases 
and the neck attract the patient’s attention. 
When the lateral wall and arytenoid regions 
are involved, marked edema develops, caus- 
ing dyspnea and hoarseness. In the clinical 
examination special attention is given to the 
neck for enlarged lymph nodes and for de- 
viation, thickening, widening and fixation of 
the pharynx and larynx. When dyspnea and 
stridor are absent, the hypopharynx and 
larynx are examined by the indirect and 
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direct inspection methods, biopsy is per- 
formed, and the general condition of these 
organs is noted. 

Roentgen examination may give additional 
information with regard to the site and ex- 
tent of the lesion. Thus, a soft-tissue shadow 
is seen in a plain roentgen film of the neck; 
tomograms and a barium swallow are also 
done. 

Before the radical operation a tracheotomy 
must be avoided if possible, as this causes 
a number of technical difficulties. Direct 
pharyngoscopic and laryngoscopic proced- 
ures are deferred until the patient is in the 
operating theatre for the major operation, 
then biopsy and histologic examination are 
performed by the frozen section technic. On 
occasion, it may be necessary to do a tem- 
porary gastrostomy to feed the patient and 
prepare him for the radical operation. 

A radical operation for cancer includes 
removal of the affected organ, and with any 
malignant extensions to the neighboring tis- 
sues, and the regional lymph nodes as a 
monoblock dissection. When the growth is in 
the upper part of the hypopharynx, involving 
the epiglottis and the glosso-epiglottic and 
aryepiglottic folds, a laryngopharyngectomy 
is done. When the growth involves the pyri- 
form fossa or the posterior cricoid region, a 
laryngoesophagopharyngectomy is done. For 
high growths it is necessary to divide the phar- 
ynx above the level of the hyoid bone, which 
is included in the resection. When the growth 
is localized and low, the cervical part of the 
esophagus is divided at the thoracic inlet 
and the hypopharynx below the hyoid bone. 
The lateral lines of excision lie posterior to 
both carotid sheaths, so that the cervical 
lymph nodes and cellular tisses are included 
in the block of tissue removed. The internal 
jugular vein and the sternomastoid muscle 
are excised on the side where the lymph 
nodes are more extensively involved. 

The excisional stage of the operation hav- 
ing been completed, the patient is left with 
a temporary lateral pharyngeal fistula, 
through which a rubber feeding tube is 
passed into the upper opening of the esoph- 
agus and on into the stomach. After an in- 
terval of four to six weeks a reconstruction 
procedure is performed to reestablish nor- 
mal deglutition. This is achieved by making 
a new hypopharynx from the skin of the 
neck and anastomosing it to the oropharynx 
above and to the esophagus below. This new 
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pharynx is placed in the normal anatomic 
position and is covered by a rotation skin 
flap from the neck or by a tubed pedicle skin 
graft from the acromiopectoral region. When 
conditions are favorable, an end-to-end anas- 
tomosis can be made between the upper seg- 
ment of the divided hypopharynx and the 
pharyngo-esophageal junction, with primary 
closure of the neck. In a case of early car- 
cinoma of the pyriform fossa, a partial phar- 
yngectomy with reconstruction of the phar- 
ynx has been done as a one-stage operation. 

Operation brings relief from the distress 
of dyspnea, stridor and dysphagia; a gas- 
trostomy is allowed to close, and the pallia- 
tive tracheotomy is converted into a well- 
managed tracheostomy. The patient is en- 
abled to swallow normally all types of food; 
he can wear ordinary clothes and live a 
happy, useful life. Voice production is vari- 
able, but not as good as after laryngectomy. 

The patients in this series have not been 
followed long enough for a final assessment 
of the survival rates. 

HENRY J. ROSEVEAR, M.D. 


The Indications for Radio-Iodine Treatment 
of Thyroid Carcinoma. Pochin, E. E., Hil- 
ton, G.; Myant, N. B.; Honour, A. J., and 
Corbett, B. D.: Brit. M. J. 1:1115-1121 
Nov. 22) 1952. 

Thyroid carcinomas are suitable for treat- 
ment with radioactive iodine because, resem- 
bling normal thyroid, they have the capacity 
to concentrate iodine. Since radioactive iodine 
is chemically indistinguishable from normal 
iodine, such tumors will selectively concentrate 
radio-iodine. As a result they may be actively 
irradiated by the beta radiation emitted by the 
radioactive iodine. 

On the basis of their study with radioactive 
iodine, the following procedure is advocated by 
the authors: 

1. Biopsy of the tumor for evidence of its 
thyroid origin and its degree of differenti- 
ation. 

2. Radical excision of the tumor if possible. 
If excision is attempted and is found to be 
impracticable, and if biopsy has revealed a 
differentiated tumor, as much normal thyroid 
tissue as possible should be removed. 

3. Radiotherapy for inoperable tumors that 
are undifferentiated and seem likely to be 
radioactive, if such tumors are sufficiently lo- 
calized and unless they have been shown to 
take up radio-iodine. 
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4. Ablation of the thyroid for inoperable 
but histologically well-differentiated tumors, 
especially for those with well filled colloid fol- 
licles. Ablation should be effected by: (1) 
total thyroidectomy or, (2) by radio-iodine in 
therapeutic dosage. For completely anaplastic 
and rapidly growing tumors ablation of the 
thyroid is unlikely to be justifiable. 

5. Radio-iodine treatment after thyroid 
ablation, if adequate uptake can be detected 
in the tumor or induced by the use of thioura- 
cil. Therapy is continued until profile count- 
ing after a test dose reveals no abnormal site 
of radio-iodine retention. The development of 
irradiation anemia is an indication to cease 
treatment. 

In the authors’ cases, between one-fourth 
and one-third of all carcinomatous thyroids 
could be shown to take up radio-iodine. In 
order to insure that patients with metastatic 
lesions are adequately treated, it is essential 
that as much as possible of the tissue con- 
taining colloid follicles be removed. It is es- 
sential that all patients in whose cases biopsy 
reveals a well-differentiated thyroid carcinoma 
that cannot be removed surgically should be 
investigated with radio-iodine after ablation 
of the thyroid. In a substantial proportion of 
such patients radio-iodine may be useful in 
treatment even though the carcinoma has al- 
ready metastasized. 

M. O. CANTOR, M.D. 


Indications for Colostomy in Patients with 
Hirschsprung’s Disease. Rheinlander, H. 
F., and Swenson, O., Surg., Gynec. & Obst. 
95:738, 1952. 

Initially, Swenson used a three-stage op- 
eration in the surgical treatment of Hirsch- 
sprung’s disease: first, a transverse colos- 
tomy; second, after a period of several 
months, the aganglionic bowel was resected 
and the proximal bowel anastomosed to the 
rectal stump; and third, several weeks later, 
the colostomy was closed. This procedure 
was used in the first 5 cases of his series. 
In the last 65 cases there have been many 
instances in which the procedure was re- 
duced to primary resection without any dis- 
advantage to the patient. At present it is 
Swenson’s opinion that colostomy is indi- 
cated (1) for patients with almost complete 
obstruction of the large bowel and disten- 
tion that cannot be controlled and reduced 
by colonic irrigation, and (2) for patients 
whose extremely poor condition makes pri- 
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mary resection a hazardous procedure. 

The disadvantages of the multiple stage 
operation are: 1. Three separate operations 
are required. 2. After a few months, the 
defunctionalized distal portion of the colon 
becomes smaller, making the anastomosis 
more difficult and leaving a relative stricture 
at the suture line. 3. The normal bowel dis- 
tal to the colostomy may be too short to 
reach the perineum, which makes it difficult 
or impossible to perform anastomosis to the 
anal cuff. 

When a colostomy is necessary in a case 
of Hirschsprung’s disease, it is now done in 
the dilated and hypertrophied colon and not 
in the narrow, aganglionic bowel. Some 
months later, when the patient is ready for 
resection, the colostomy is detached from 
the abdominal wall and removed, together 
with the distal aganglionic portion of the 
colon. Anastomosis is performed between 
the lower part of the rectum and the colon 
proximal to the colostomy. The advantages 
of this procedure are: 1. Only two operations 
are required. 2. The bowel above the colos- 
tomy is of normal size, assuring an adequate 
stoma. 3. There is no fixation of the trans- 
verse portion of the colon by a colostomy to 
limit the proximal line of resection. 


HENRY J. ROSEVEAR, M.D. 


Growth of Biparietal Diameter of Foetal 
Head in the Last Weeks of Pregnancy. 
MacDonald, I., Brit. M. J. 1:798, 1952. 
Those who favor early induction of labor 

for the prevention of cephalopelvic dispro- 
portion base their practice on the belief that 
during the last weeks of pregnancy the fetal 
head becomes harder and larger. The in- 
crease in size has been questioned by Josephs, 
who could not determine radiologically any 
increase in the biparietal diameter during 
the last four weeks of pregnancy. This paper 
is concerned with examining this rather sur- 
prising observation. 

The biparietal diameters of 1,059 newborn 
infants have been measured and plotted 
against the estimated duration of pregnancy. 

Growth in this diameter of the fetal head 
occurs in the last few weeks of pregnancy 
it was noted in this study and an explanation 
is offered for failure to detect by radiolog- 
ical means the growth of the biparietal diam- 
eter of the fetal skull during descent of the 
fetal head. 

EDMUND LISSACK, M.D. 
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In Memoriam 


ROBERT KING BUFORD 
M.D., D.A.B.S., F.A.C.S., F.I.C.S. 

Dr. Robert King Buford of Charleston, 
West Virginia, died on Christmas Day, in 
his fifty-eighth year. He was a member of 
the surgical staff of the Charleston General 
Hospital. 

Dr. Buford was born in Huntsville, Ala- 
bama. He received a degree in pharmacy 
from Birmingham Medical College, Univer- 
sity of Alabama, in 1913, and a degree in 
medicine from Loyola University School of 
Medicine in 1915. He served his internship 
at Robert Burns Hospital, Chicago, served 
residencies at Casualty Hospital and Shel- 
tering Arms Hospital, and did postgraduate 
work at the Mayo Clinic and in several Euro- 
pean medical centers. He was a member of 
the Founders Group of the American Board 
of Surgery; a Fellow of the American Col- 
lege of Surgeons; and was admitted to Fel- 
lowship in the International College of Sur- 
geons in 1939. He was especially interested 
in the surgical management of goiter and 
was a member of the American Association 
for the Study of Goiter. 


HENRY LYTLE GOWENS, JR. 
M.D., F.I.C.S. 

The death of Dr. Henry Lytle Gowens, Jr., 
on January 2, has been reported. Dr. Gow- 
ens was an ophthalmologist on the staff of 
the Philadelphia General Hospital. He took 
pre-medical courses at Howard University in 
Washington and received his medical degree 
from Hahnemann Medical School in Phila- 
delphia in 1908. He did postgraduate work 
at Philadelphia General Hospital in the Eye 
Department. He became a Diplomate of the 
American Board of Ophthalmology in 1942, 
was a Fellow of the American Academy of 
Ophthalmology and Otolaryngology, a Fellow 
of the Eye Section of the American Medical 
Association, and a member of the Pan-Amer- 
ican Ophthalmological Society. He was 
elected to qualified Fellowship in the Inter- 
national College of Surgeons in 1949. 


FRANK JOSEPH TAINTER 
M.D., D.A.B.S., D.A.B.P.S., F.A.C.S., F.I.C.S. 

One of the founders of the American Board 
of Plastic Surgery, Dr. Frank Joseph Tainter 
of St. Louis, Missouri, died on January 1 in 
his eightieth year. 

Dr. Tainter received his medical education 
at the Hospital College of Medicine in Louis- 
ville, graduating in 1895; in 1907 he received 
an honorary C.M. degree from Central Uni- 
versity in St. Louis. He did postgraduate 
work at Mary Thompson Hospital in Chicago, 
Post Graduate and Polyclinic Hospitals in 
New York, and the Mayo Clinic, and took 
the army course in plastic surgery at Wash- 
ington University in St. Louis. He was for 
more than sixty years consulting surgeon of 
the City Hospital. and for more than fifty 
years chief surgeon of St. Anthony’s Hos- 
pital, St. Louis. From 1918 to 1921 he was 
chief of plastic surgery, King George Hos- 
pital, London, England, and Jefferson Bar- 
racks, St. Louis. From 1910 to 1923 he was 
associate professor of anatomy at St. Louis 
University, and since 1923 he was associate 
professor of surgery and professor of oral 
surgery in the dental department of the 
university. He was a diplomate of the Amer- 
ican Board of Surgery and of the American 
Board of Plastic Surgery, and a Fellow of 
the American College of Surgeons and of 
the International College of Surgeons. 


ROBERT WEBSTER BINNEY 
M.D., A.I.C.S. 

Dr. Robert Webster Binney of Granite City, 
Illinois, died on Oct. 28, 1952, at the age of 
80. He had been chief surgeon of St. Eliza- 
beth Hospital and surgeon in charge of Gran- 
ite City Steel Dispensary. He received his 
medical degree from Washington University 
Medical School and did postgraduate work 
at New York Polyclinic, New York Post Grad- 
uate School, Harvard University, and Mayo 
Clinic. He was elected to associate member- 
ship in the International College of Surgeons 
in 1942. 
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CHARLES CONSTANTINE STEWART 
M.D., A.1.C.S. 

The death of. Dr. Charles Constantine 
Stewart of Greensboro, North Carolina, on 
Oct. 7, 1952, has been reported. Dr. Stewart 
was 67 years of age and was a member of 
the surgical staff of L. Richardson Memorial 
Hospital from 1926 to the time of his death. 
He received his medical degree from Howard 
University Medical School and served his 
internship at Freedmen’s Hospital in Wash- 
ington. He was President of the John H. 
Hale Surgical Society of the Carolinas in 
1948, the same year in which he was elected 
to associate membership in the International 
College of Surgeons. 


EDWIN CALVIN SCHMIDTKE 
M.D., F.A.C.S., F.i.C.S. 

At the age of 54, Dr. Edwin Calvin 
Schmidtke of Columbia, Missouri, died on 
December 27. He was a member of the staffs 
of Boone County and of Ellis Fischel Hos- 
pitals and University Hospitals in Columbia, 
and was associate professor of surgery at 
the University of Missouri. He held A.B. and 
B.S. in Medicine degrees from Washington 
University, and served internship and resi- 
dencies at St. Luke’s Hospital in St. Louis. 
He was a Fellow of the American College of 
Surgeons and of the International College of 
Surgeons. 


CHALMER HIRAM WEAVER 
M.D., F.A.C.S., F.LC.S. 

The Director of the Los Angeles County 
Branch of the American Cancer Society, Dr. 
Chalmer Hiram Weaver of Los Angeles, died 
at the age of 62 on Oct. 7, 1952. Dr. Weaver 
received his medical degree in 1912 from the 
University of Indiana, graduated from the 
U. S. Naval Medical School in 1915, studied 
for a year at the universities of Vienna, Ber- 
lin, London, Paris and Rome, and served 
internships and residencies at Protestant 
Deaconess Hospital in Evansville, Indiana, 
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and at New York Lying-in Hospital. He was 
a surgeon in the United States Navy from 
1915 to 1921, later joining the staffs of Los 
Angeles County General Hospital and Holly- 
wood Presbyterian Hospital. He was a Fel- 
low of the American College of Surgeons and 
of the International College of Surgeons. 


CLARENCE JOSEPH OHLBAUM 
M.D., F.LC.S. 

The death of Dr. Clarence Joseph Ohlbaum 
of Brooklyn, New York, on July 11, 1952, has 
just been reported. Dr. Ohlbaum, who had 
been attending obstetrician at Prospect 
Heights Hospital from 1922 to 1947 and di- 
rector of obstetrics since 1947, was 55 years 
of age at the time of his death. He was born 
in Brooklyn, received his preliminary educa- 
tion at Erasmus Hall, studied at Cornell 
University for two years and at Columbia 
University for one year, and received his 
medical degree from Eclectic Medical College 
in 1921. He served his internship at Cumber- 
land Hospita!, Brooklyn, remaining on the 
staff of that nospital until 1934. He limited 
his practice to obstetrics and gynecology. He 
was admitted to Fellowship in the Interna- 
tional College of Surgeons in 1950. 


ARMIN EMIL ELSAESSER 
M.D., F.LC.S. 

Dr. Armin Emil Elsaesser of Youngstown, 
Ohio, died on Oct. 27, 1952, at the age of 
76. He was a member of the staff of the 
Youngstown Hospital Association since 1911, 
with emeritus status during the past few 
years. 

Dr. Elsaesser was born in Switzerland and 
received his medical degree from the Univer- 
sity of Bern. He served as assistant at 
Kocher’s Clinic in Bern, and while Chef de 
Clinique taught operative surery on the ca- 
daver. Since he came to the United States 
in 1911, he specialized mainly in surgery of 
the neck, chiefly goiter surgery. He was a 
Fellow of the American College of Surgeons 
and was accepted as a Fellow of the Inter- 
national College of Surgeons in 1937. 
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